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SECTION ONE
PERSONAL STUDY PLAN
Overall Aims and Objectives of the Portfolio
The overall aim of embarking on this Clinical Psychology Psych. D. conversion 
programme was to successfully complete aà^ evaluated review of clinical and 
professional competence of my work as a Clinical Psychologist. The resulting objective 
has been to follow a personalised study plan which both demonstrates and contributes 
to continuing professional development, thereby enhancing the quality of my work in 
areas of academic, clinical and professional interest.
Having completed my initial Clinical Psychology training at the University of Surrey, I 
have always endeavoured to follow an approach which integrates science and research 
with clinical practice ; or the ‘scientist-practitioner’ model. The Psych. D. conversion 
programme has, therefore, enabled me to put this to the test and to develop this theme 
fuither in my work.
The following study plan, with its emphasis on academic, clinical, and research areas, 
has presented a number of challenges prior to the completion of the final portfolio. I 
wdl, however, consider this final portfolio as an achievement of confidence, 
knowledge, and good climcal practice in my career to date.
Personal Study Plan ; The Academic Dossier
Aims and Objectives
This section was designed to cover areas in the body of Psychology literature that are 
of both personal interest and professional relevance. The reviews aimed to take a 
critical look at the literature by emphasising the following :
Psychological theory and models 
Methodological issues in the research literature 
Influences from empirical research on clinical practice 
Limitations and gaps in current knowledge 
Influences on clinical services available within the NHS.
Rationale
The author has varied academic and clinical interests within the field of Clinical 
Psychology. These range from areas within adult mental health, health psychology, and 
forensic psychology. The topics chosen were to reflect these broad interests which, 
incidentally, have also been reflected in the clinical work encountered by the author in 
services such as those for mentally disordered offenders, pain management, and the 
psychological treatment of complex cases encountered within various posts. The option 
of the two longer reviews was chosen to enable more depth to be covered.
Plan
The review titles covered are as follows :
1. The Relationship Between Chronic Pain and Depression :
A Critical Review
The relationship between physical and emotional problems, and their interactive effects 
is something that is both puzzling and fascinating. 1  have previously worked in various 
services for people with chronic pain and physical disability. This review, therefore, has 
had particular clinical significance for me in the past, but is also intended as something 
of a challenge to the ‘cognitive set’ which still exists in both clinical and research 
literature, that arguably artificially separates the physical firom the psychological and 
therefore, in my view, fails to satisfactorily integrate our knowledge in this field.
2 . A Review of the Concept of Borderline Personality Disorder
Increasingly, in my climcal work in both adult mental health and forensic clinical 
psychology, there is an expectation to assess and treat more complex cases, often 
where some form of personality disorder is a feature. The methods of categorising, 
diagnosing, assessmg, and clinically describing such cases can sometimes seem like 
‘ridfting sand’ and seemed worthy of a review in order to consolidate my own 
professional and academic views in this area. It has also perhaps been borne out of a 
little fiustration, in that 1 am of the belief that we cannot provide adequate care and 
treatment for such patients if we do not clarify exactly what it is we are dealing with. 1 
have focused on borderline personality disorder in particular due to the professional 
anxiety and challenges these patients create for services, not least my own, and because 
of the seemingly vague, ambiguous, and inconsistent nature of the term when used 
clinically.
The academic reviews are presented in Section Two of the portfolio.
Personal Study Plan : The Professional Dossier
Aims and Objectives
To provide a detailed and descriptive account of the development of services for 
mentally disordered offenders for Hounslow and Spelthome Community and Mental 
Health NHS Tmst. In this context, to provide an account of my role as Clinical 
Psychologist in the development of these services. 1  had been involved with the 
development of these services where previously none had existed. The time period 
covered was between November, 1995, when planning began, throu^ April, 1996, 
when the service became operational, to October, 1997, when 1 left for a new post with 
Portsmouth Healthcare NHS Trust.
Rationale
1. To provide background and historical information that describes how local 
services came to be developed. This is in the context of a national drive to provide 
more comprehensive and responsive services for people with mental health problems 
who come into contact with the Criminal Justice System, and to liaise with and advise 
the system itself about such offenders.
2. To demonstrate the range of work at different levels, clinically and 
organisationally, that has been required in the development of this service.
Plan
1. A historical account of the development of this service, both in local and 
national contexts.
2. An overview of service planning and service stmctui'e, with reference to 
operational policy.
3. A descriptive account of the role of the Chnical Psychologist as it developed
over the course of a 1 2  month period, with reference to levels of work as illustrated by:
(i) a case study reflecting typical clinical work and professional issues, with 
reference to theoretical underpinnings
(ii) a brief account which describes the internal consultancy role developed for 
issues such as service development, monitoiing and evaluation, and liaison 
with a county-wide strategy implementation group.
(iii) a description of training workshops completed on the topic of mental health 
with the Metropolitan Police Service in July, 1997, together with information 
obtained flrom evaluating these workshops.
The clinical dossier is presented in Section Three of the portfoho.
Personal Study Plan : The Research Dossier
Title ; “A Study Mental Health Workers ’ Experiences o f
Aggression""
Research Supervisors : Claire Twigger-Ross and Jonathon Foulds,
Dept, of Psychology, University of Suney
Aims and Obiectives
1. To gather empirical data from mental health workers about their experiences of 
aggression, particularly from patients, over à defined time period. A considerable body 
of research exists which examines institutional violence, whereas in contrast, veiy little 
research has been conducted with community services, débité the fact that there is the 
potential for increased professional isolation, varied levels of supervision, and, due to 
the impact of ‘care in the community’ , an increasing emphasis for community services 
to care for the severely and/or chronically mentally ill. This is also of particular benefit 
to my employing NHS Trust, in terms of being able to baseline the extent and nature of 
aggressive acts towards staff members in local services. It will also help with the 
evaluation of recent training initiatives in minimising risks of violence toward 
employees.
2. To e^ qplore the hypothesis that some members of staff may be at increased risk 
for aggression because of their perception of their roles and responsibilities, and what 
parameters of behaviour they are prepared to, or feel obliged to tolerate. This has 
enormous potential value in terms of the targeting of training and supervision for some 
staff
3. To contribute to the process of finding suitable operational definitions or a 
taxonomy of terms for aggressive behaviour, in order to help standardise further 
research in this field and assist in the analysis of violent of aggressive acts. It is.
however, recognised that this is an ambitious part of the project, and is mainly 
considered in terms of piloting and exploring some of these ideas.
Plan
Methodology and Data Collection
The study will be divided into two sections and will utilise emphical methods. The first 
will consist of the development of the taxonomy of terms described above, and 
questionnaire or survey methods to explore the e^eriences of aggression of mental 
health workers. The second will involve the actual survey of staff working in inpatient 
and community settings to determine the nature and fiequency of aggression 
experienced both with patients, and in the context of their fives away Jfrom work.
Beliefs and attitudes regarding their perceived roles and responsibilities in working with 
patients, and the concept of ‘tolerable aggression’ will also be explored. The total 
numbers of subjects e?qpected would be in the region of 60 and effort would be made to 
ensure that the sample was representative of staff groups in different settings. 
Correlation with the amount of aggression reported in this study can be made with, for 
example, the amount of training and experience of staff clinical problems encountered, 
numbers on caseload, and incidents officially reported. It is hoped that multivariate 
statistics will be used in the analysis to mcrease the author’s knowledge and 
competence in this area.
The research studies are presented in Section Four of the portfolio, including the 
research completed for the original M.Sc. hi Clinical Psychology, titled ‘Ways o f 
Coping in a Community Sample o f People with Epilepsy, ’
Section Two
Academic Dossier
The Relationship Between Chronic Pain
and Depression ;
A Critical Review
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Introduction
In Britain, about 2.2 million people every year see a doctor about a back problem, 
which is equivalent to almost 5% of the adult population (Tyrer, 1992). It is estimated 
that over 30 million Americans suffer from back pain, with 11.7 million sufferers 
classed as significantly disabled (Holbrook, Glazier, Kelsey & Staufer, 1984).
Estimates of the prevalence of chronic pain vary widely, depending on the 
methodology of the study, such as the sample characteristics, criteria used and the 
measures employed. The range is between 10% (Fordyce, 1986) and 65% (von 
Knorring et al, 1983) of the general population, which is a huge variation.
According to Dobson and Jackman-Cram (1996), clinical depression is the single most 
common psychiatric disorder seen by mental health professionals and it has been 
estimated that more than 1 0 0  million people worldwide develop clinically significant 
depression each year. The prevalence of the disorder is such that it has been dubbed the 
‘common cold’ of mental illness (Gehuan, 1987). Prevalence estimates of depression 
also vaiy significantly, mcluding the results firom studies that have used standardised 
diagnostic systems, such as Research Diagnostic Criteria (RDC ; Spitzer, Endicott, & 
Robins, 1978) or the Diagnostic and Statistical Manual of Mental Disorders (DSMIV, 
APA 1994), which cites point prevalence for major depressive disorder as between 5 
and 9% for women, and 2 to 3% for men. Hoeper et al (1979) found that 5.8% of a 
primary care population had a major depressive disorder. Whereas, Rafl; et al (1975) 
found that 29% of medical outpatients receiving psychotropic medication were given 
this diagnosis. In general, studies of depressive symptoms in piimary care outpatients 
have yielded prevalence rates of between 12% and 56% (Raft et al, 1977 ; Nielsen & 
Williams, 1980), which shows a huge discrepancy compared to DSM IV.
That there is an association between depression and chionic pain has been recognised 
since the 1960s and 1970s (Stembach, 1974), but prevalence rates for the combination 
of these disorders have varied hugely, fiom 10% to 100% (Magni, 1987). Pilowsky et
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al (1977) found that 10% of pain clinic patients could be classified as having a 
depressive disorder, with most depression measure scores being in the rmld to 
moderate range. Conversely, depressed individuals have been noted to complain of 
various types of pain (von Knorring, 1975). For example, Merskey and Spear (1967) 
reported that fiom 200 psychiatric admissions, 53% included pain among their 
complaints and, of those patients receiving a diagnosis of depression, 56% had pain as 
one of theft symptoms. A gieat deal of research has focused on the pain-depression 
relationship, but even higher rates of depression have been reported in those with 
chronic illness who do not have pain (Romano & Tuimer, 1985). There may, therefore, 
have been an over-emphasis in the research hteratuie of the importance of depression 
in chronic pain syndromes. The greater clarification of the relationship between chronic 
pain and depression is, however, of considerable importance due to the tremendous 
personal, social, and economic costs involved. The research literatme wiU, therefore, 
be reviewed to consider the degree to which these two conditions are related or 
independent fi'om each other, and what other factors may be important to theft 
relationship.
Definitions
Prominent medical texts as recently as 20 years ago defined pain simply as a sensory 
experience caused by stimuli that injure. It is widely recognised, however, that a 
significant number of patients with chronic pain show no objective evidence of current 
nerve or tissue damage. The International Association for the Study of Pain in 1979 
emphasised in their definition that pain was always individual to the sufferer ; a 
directive which perhaps even today researchers fail to consider adequately. One thing 
that can be agreed upon is that pain is nearly always unpleasant and, like all such
v_/'
aversive experiences, it has its emotional consequences (Tyier, 1992).
Tyrer (1992) suggests that chionic pain can be better understood by conceptualising 
the following five broad, but distinct dimensions :
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(i) a subjective experience, or pain sensation
(ii) thoughts about the pain and its meaning to the individual, known as pain 
evaluation
(iii) in association with sensation and cognition, there will be an emotional 
experience, feeling, mood, or pain affect
(iv) pain behaviour, such as taking medication, complaining, resting
(v) the social impact of aU of the above on others, e.g. family, neighbours, 
employers, etc.
Negative affect will, therefore, be an integral part of the nomal experience of chronic 
pain. Chionic pain, by definition, extends over long periods of time. The average 
duration of pain noted for patients treated at pam clinics exceeds 7 years, with potential 
duiations of 20 to 30 years possible (Tuik, 1996). It would be neither suiprising nor 
abnoimal ff this did not exact a considerable emotional toU on the individual with 
chronic pain. What then would constitute a depressive disorder in such individuals ?
Depressed mood or affect refers to a state of dysphoria that occurs routinely and is a 
normal process. Depressive disorders are categorised accordmg to specific criteria 
matching a range of obseivable symptoms, such as the Diagnostic and Statistical 
Manual of Mental Disorders (DSM IV, APA 1994) or International Classification of 
Diseases (ICD-10 - WHO, 1989). For example, the DSM criteria for Major 
Depressive Disorder involves the presence of a depressed mood or loss of pleasure or 
interest over a two-week span and at least five of the following symptoms “...most of 
the day, nearly every day” ; significant weight loss or gain, decreased or increased 
appetite, msomnia or hypersomnia, psychomotor agitation or retardation, fatigue or 
energy loss, feelings of worthlessness, excessive or inappropriate guilt, diminished 
ability to think or concentrate, indecisiveness, and recuirent thoughts of death or 
suicide. These symptoms must also cause significant impaitment in social, 
occupational, or other roles ; they must not be due to a ‘general’ medical condition
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(e.g. hyperthyroidism), bereavement, or the physiological effects of a mood-altering 
substance.
The overlap between chronic paiu, the sequelae of chionic pain, and some of the 
diagnostic criteria for depression cited above may lead to confusion over what 
constitutes a depressive disorder when chionic pain is also present. Many researchers 
have concluded that the assessment of depressive symptomatology may include somatic 
symptoms (e.g. insomnia, fatigue, changes in appetite, and lethargy) that may also be 
caused by the physical aspects associated with chronic conditions in the absence of 
depression (Davidson et al, 1985 ; Fordyce, 1976 ; Karoly & Jensen, 1987). The 
potential for false elevation of the severity of depression in chronic pain patients has 
been argued (Ahles et al, 1986 ; Blalock et al, 1989). This stresses the importance of 
the diagnostic criteria that have been used in research to date, but this remains as an 
area of considerable methodological difficulty. The Beck Depression Inventory (BDI, 
Beck et al, 1987), for example, has questionable validity when used with a chronic pain 
population. Williams and Richardson (1993) have criticised the use of this measure 
with these patients, stating that it exaggerates the nature and degree of affective 
disorder by focusing on dysphoria and somatic complaints. An hiflated estimate of 
depression may also occur ff the chionic pain patient being evaluated is also disabled, 
as the influence of that disability and the subsequent restrictions on lifestyle may exert a 
greater influence on affective disturbance than the pain itself. This theme wiU be 
explored more fidly later in the review.
Theoretical background to the pain-depression relationship
Romano & Turner (1985) have argued that there is a notable lack of theoiy to guide 
empirically testable hypotheses concerning the relationship between chionic pain and 
depression. In a review of the relationship between pain and depression, however, von 
Korff and Simon (1996) cite some examples of the diverse explanatoiy concepts that 
have attempted to explain the relationship between the two disorders. The following 
examples of concepts described in the literature may help to illustrate :
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- a pain-prone disorder (Blumer & Heübronn, 1982)
- somatisation (Kellner, 1985)
- psychogenic pain (Drossman, 1982)
- masked depression (Lesse, 1983)
- psychosomatic iUness (Webb, 1983)
- chronic pain syndrome (Addison, 1985)
The point here is that these concepts come into fashion, but are discarded as being 
overly simplistic, incomplete, or not fully supported by research. Von Korff & Simon 
have examined the relationship between pain and depression at the neuiobiological, 
psychological, and behavioural levels, which have similarly been addressed by other 
researchers (Dworkin et al, 1992 ; Fields, 1987), as a way of conceptualising these 
disorders..
As Van Houdenhove and Onghena (1997) suggest, there is broad emphical evidence in 
support of the hypothesis that chronic pain syndromes (often refened to as ‘idiopathic’ 
or ‘indeterminate’ due to the absence of organic lesion) and depressive disorders may 
share certain common p sychoneuro-rmmunological mechanisms. At the neurobiological 
level, neurotransmitters such as serotonin (5HT) and norepinephrine (NE) which are 
implicated as of importance in depressive disorders, have also been found to play a 
critical role in pain modulation (Fields, 1987, 1991 ; Osterweis et al, 1987). There may 
therefore be a biochemical reason why affective illness can exacerbate pain 
transmission, or why pain may induce or exacerbate a dysphoric mood state. Biological 
similarities between chronic pain syndromes and depression include low semm and 
urine melatonin levels, low cerebrospinal fluid serotonin levels, low platelet monoamine 
oxidase (MAO) levels, low rmipramine receptor binding, cortisol hypersecretion, 
pathological dexamethasone suppression tests, shortened rapid eye movement (REM)
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latency in sleep electroencephalograph (EEG) and high endorphin levels (Van 
Houdenhove and Onghena, 1997).
There is some evidence that antidepressant medication acting on these 
nemotransmitters is of benefit in treating both depression and chronic pain, but the 
exact mechanisms of action of these medications remains unclear (Romano and Turner, 
1985 ; Onghena & Van Houdenhove, 1992 ; Merskey, 1994).
At a psychological level, theories have suggested that chronic pain is a particular foim 
of somatisation, in which negative emotions are expressed thr ough bodily complaints, 
including paiu (Osterweis et al, 1987). This would, however, not only encompass 
depressive or dysphoric mood states, but would also include emotions such as anger, 
anxiety, and jealousy (Beutler et al, 1986). Somatosensory amplification is a related 
concept, which has been defined as an mcreased propensity for individuals to 
experience and report dysphoric symptoms, including pain (Barsky, 1979, 1992 ; 
Barsky & Wyshak, 1990)
At a behavioural level, the hypothesis has been proposed that depression occurs 
secondary to impaired social role peifoimance and reduced activity levels, as a foim of 
learned helplessness (Rudy et af 1988 ; Fordyce, 1976). The operant behavioural 
approach to chronic pam has focused on the issue of pain behaviours (e.g. limping, 
restricted activity, talking about pain, etc.) and how this relates to environmental 
influences such as sympathy, attention, financial compensation, and avoidance of 
aversive activity (Fordyce, 1976). Depression may occur as a response to a reduction 
hr positive reinforcement for adaptive behaviour (Ferster, 1973) and therefore becomes 
entrapped in a cycle of depression and pain behaviour (Fordyce, 1976). Cognitive as 
well as behavioural, processes may be important in mediating between co-existhrg 
chronic pain and depressive disorders (Lefebre, 1981).
There has been little emphical work to examine whether attempts to alleviate 
depression in chronic pain patients has a significant impact on chronic pain itself.
16
Unsurprisingly, most chronic pain patients do not consider help for emotional or 
interpersonal problems to be more of a priority than pain reduction or improvement of 
activity levels (Pilowsky & Bassett, 1982). Such research might, however, contribute 
to our theoretical understanding of whether a reciprocal system is important in the 
pam-depression relationship.
What kind of association exists between chronic pain and depression ?
Several hypotheses have been formulated about the nature of the pain-depression 
relationship, mainly comparing linear causality and co-existence models (Brown, 1990). 
These are summarised as follows :
(i) Linear causality model, i.e. that a piimaiy depressive disorder exists with 
somatic features, including chronic pain, or where chronic pain is caused by iatrogenic 
harm due to failure to diagnose piimaiy depressive disorder ; or that a primaiy chronic 
pain syndrome exists with depression as a secondary or reactive phenomenon. The 
depressive disorder maybe related to associated causal factors such as levels of 
disability, or social factors such as influences on the quality of relationships.
(ii) Co-existence model, i.e. co-existing disorders of chi onic pain and depression 
occur with very similar or identical aetiology and/or psychological and biological 
foundations. This also includes the possibility of the two disorders acting as a 
reciprocal system, with chionic pain affecting depression and vice-versa.
(iii) Chionic pain and depression may coincide and occur in parallel, but are 
unrelated and do not have a dhect or indiiect causal effect. It is tme that chronic pain 
and depression are both common disorders and a certain degiee of overlap between 
them would be expected on the basis of chance alone.
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Despite the potential causal pathways outlined above, much of the research has been 
conelational in nature, thereby limiting emphical evaluation of causal models (Brown, 
1990). Longitudinal data permit the assessment of whether pain onset precedes 
depression (or vice-versa) and how depression levels change in relation to short-term 
and long-teiTQ outcomes of a pain condition (von Korff & Simon, 1996). Both types of 
study will now be considered.
It is necessaiy to deteimine the specificity of pain in depressive disorders, and whether 
there are any psychological symptoms specifically related to pain.
There is some evidence that pain is not specific to depression (Meiikangas et al, 1990 ; 
Breslau & Davis, 1992). In the data fi'om the WHO Collaborative Study of 
Psychological Disorders in Pi'hnaiy Care (Sartorius et al, 1993), persistent pain was 
found to be most common among patients meeting criteria for both depressive and 
anxiety disorders, and least common among persons with neither. However, persistent 
pain was equally common among patients with anxiety disorder not accompanied by 
depression, as it was among patients with depressive disorder not accompanied by 
anxiety. Stembach (1968) reported that the more anxious a person was, the greater 
their pain response was likely to be. Kiemer and Atkinson (1983) describe chronic pain 
populations as having a high incidence of both anxiety and depression. It is likely, 
therefore, that chionic pain is associated with psychological disorder, but not solely 
with depression.
Fmther evidence of the lack of specificity of depression to chronic pain comes fi'om a 
study by von Korff et al (1992). This study examined différent aspects of chi onic pain 
among a piimaiy care sample of patients with back pain, headache, and temporo­
mandibular pain. They examined pain intensity, inteiference with activities, the number 
of pain days in the previous six months, and the number of body sites in which the pain 
problem was reported. Von Koiff and colleagues found that inteiference with activities 
was a much stronger predictor of depression levels than pain intensity (which was not 
statistically significant). Also, as pain became more diffuse, depressive sympto m s
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showed pronounced increments in severity. Other studies have confiimed that diffiise 
somatic symptoms are associated with increased psychological distress (Dworkin et al, 
1990 ; Simon & von Korff, 1991). Von Koiff and Simon (1996), therefore, conclude 
that :
""The pain-depression relationship may be due to processes that cause co­
morbidity ofpsychological and physical symptoms across many different types o f 
physical illness, as well as processes that are specific to painT
It could be argued, therefore, that it is not pain itself, but rather the secondaiy effects 
of a chionic and disabling condition which are of piime importance. There has been 
some consideration as to whether it is the resulting disability from a chionic pain 
condition that may influence mood and the ability to cope, and potentially therefore the 
development of a depressive disorder.
Hall (1980) noted that chronic disease in general is associated with higher rates of 
depression. Revenson & Felton (1989) found that although the pain itself was a 
problem, disability also contributed in a significant but modest way to the patients’ 
acceptance of then* illness, and to the negative emotions associated with it. They also 
found that as disability increased, the acceptance of the illness decreased and more 
negative emotions were present. This is indicative of chr onic pain and disability as 
‘stressors’ , and depression as a secondary or reactive phenomenon. Clinically, this has 
potential value in accounting for one aspect of the relationship between chionic pain 
and depression, but clearly does not comprehensively account for the numerous 
alternative causative pathways.
In support of this. Summers and colleagues (1991) reported that chronic problematic 
pain, in a sample with spinal chord injmies, was not related to depression, but instead 
was related to what they imprecisely termed ‘emotional adjustment problems’. There 
is, however, no indication that depression emerges simply as a function of chionicity as 
depression levels do not continue to increase with continuing pain problems (von Koiff
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& Simon, 1996). Rather, they tend to ‘plateau’ at a mild to moderate level for 
depression severity (von Korff et al, 1992).
This leads us to question what factors, other than pain itseff may contribute to the 
onset of depression. Marital conflict and dissatisfaction for example have been linked to 
poor patient adaptation to chronic disorders (Manne & Zautra, 1990 ; Kerns & Tuik, 
1984). Faucett (1994) suggests that for chionic pain disorders, conflicts may arise 
about the impact of the patient’s pain on others in the family, or about the ways of 
expressing pain and coping with it. If objective physical findings to coiroborate the 
subjective expression of pain are absent, significant others may question the legitimacy 
of the pain complaint. In studying 67 patients with myofacial pain disorders and 83 
patients with arthiitis, Faucett found that depression severity was associated with the 
quahty of the patients’ close relationships, regardless of the type of painful disorder or 
the severity of pam. The results also supported the hypothesis of Rowat & Knafi 
(1985), that famdy members’ responses to the patient who is in pain are likely to be 
influenced by theii* causal explanations of the patient’s behaviour. Over half of the 
explained variance of depression in the Faucett study was accounted for by social 
relationship factors, together with half for illness-related factors.
It would appear, therefore, that although chronic pam has been shown to have an 
association with depression, there are other factors, such as response to stressors, 
coping ability, quahty of close relationships, and loss of reinforcement thiough 
disability, which have an influence on the incidence and severity of depression. Studies 
have not comprehensively taken these factors into account when studying the nature of 
this association.
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Conclusions
Both chronic pain and depression are known to be very common conditions. There are, 
however, few reliable statistics about the prevalence of a combination of both 
disorders, due to methodological diJBferences of studies. It could be argued that there 
may have been a general over-emphasis in the hterature on the association between 
chronic pain and depression.
It is clear that negative affect is part of the noimal experience of chronic pain. The 
progression ffom negative affect to depression is, however, less clear. Additionally, 
there has been some dispute about the diagnostic criteria and measurement of 
depression in this population, which have stUl to be adequately addressed.
This review and the reported research supports the notion that there is no specific 
association between depression and chronic pain, but rather a more general affective 
distmbance (including anxiety and anger). This is likely to be due to factors secondary 
to the pain itself, such as decreased activity, loss of reinforcement, degree of 
acceptance and adjustment to illness or disabihty, and the quality of close relationships. 
Chronic pain could certainly be viewed in this context as a ‘stressor’, but leading to 
different kinds of affective disturbance, which could include depression (although not 
exclusively).
Unfortimately, there has been little research attempting to draw all of the above factors 
together into a comprehensive, prospective study. Fmther theoretical development is 
also needed to comprehensively account for the probable multiple causative pathways 
for these disorders.
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A Review of the Concept of Borderline 
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Introduction
This review aims to clarify and comment on some issues surrounding the term 
‘Borderline Personality Disorder’. The term provokes a range of attitudes and 
emotions in workers in the field of mental health, as it has become synonymous with 
aggression, impulsrvity, the risks of self-harm, difficult and demanding relationships, 
and a challenge to successfiil therapeutic outcome (See Linehan, 1993, for a review). 
The history of the concept of borderline personahty disorder (hereafl;er abbreviated to 
BPD) is an interesting one, which will be reviewed briefiy. The term has found wider 
acceptance in the USA, following inclusion in the Diagnostic and Statistical Manual of 
Mental Disorder (DSM), than perhaps in Europe, where criticism particularly about the 
use of the label ‘borderline’ has been levelled. This is reflected in the use of a different 
classification system for mental health problems, the fiitemational Classification of 
Diseases (ICD, World Health Organisation, 1989) in the U.K. Clinically, however, the 
term Borderline Personality Disorder retains widespread useage in the U.K. and 
therefore merits a review of the concept.
Approaches to definition, classification, and the distinction fiom other psychological 
disorders will therefore be explored. In addition, the language and semantics of BPD 
win be reviewed as this pervades aU aspects of our understanding of the disorder and, it 
can be argued, has led to poor validity of the concept and to the failuie of clinicians 
and researchers, with a few notable exceptions, in addi essing the needs of these 
patients. It will be argued that we need to distance ouiselves fiom the pejorative terms
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and ambiguous labels associated with BPD, and instead revise our conceptualisation of 
the disorder and our attitudes towards those who suffer ffom it.
Historical Background
The concept of personahty disorder can be found in the wiitmgs of Hippocrates and 
Aristotle’s puph Theophrastus, who wiote about variations in temperament and the 
reflection of personahty in social behaviour, respectively. An Indian physician, Caraka, 
around the first or second century A.D. provided detahed descriptions of 16 
personahty types, nine of which might be taken as examples of personahty disorder 
today (Tyier & Ferguson, 1988). Further distiuction, however, between mental state 
and personahty had to wait unth the early 19th century. The term ^moral insanity ’ by 
Pilchard in 1837 for a condition in which there was gross disturbance of behaviour, but 
no apparent mental ihness. Morel in 1852 suggested a hierarchical classification of 
mental disorder not dissimhar ffom today’s classification systems. His description of 
personahty disorder was of patients who Un consequence o f their hereditary taint, 
display their insanity in actions rather than words - in eccentricities, incoherence, 
irregularity, and often extreme immorality o f conduct'. Koch (1891) and Kraepelin 
(1905) have reinforced these ideas and so personahty disorders have earned with them 
the assumption of degeneration which makes them less ‘respectable’ than other forms 
of mental illness. Perhaps this has estabhshed a precedent which we are still influenced 
by today iu mental health work, and have not shaken off in 100 years. Most psychiatric 
labels can be pejorative, but schizophienia and depression have, to a large extent, 
become associated with ihness in many people’s views. Personahty disorder does not in
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the same way, or to the same extent, remove responsibility from the victim of the 
disorder.
Psycho dynamic theory also contributed to early conceptualisation of personahty 
disorder. For example, early Freudian theory formulated neurosis as a discrete 
phenomenon that affected people who were generahy well, but vulnerable because of 
early life experiences. This became modified when it was reahsed that many patients 
presenting with neurotic problems had some kind of personahty abnomiahty, thus 
Alexander’s description of neurotic character was developed. Psychodynamic theory 
has attempted to provide explanations for hiational and unpredictable behaviour via 
ego psychology, and this, according to Tyrer and Ferguson (1988), has had an 
important influence upon the development of narcissistic, borderline, and passive- 
aggressive disorders in DSM-III (APA, 1980).
Indeed, the term ‘borderline’ had been used for many years hr psychoanalysis before it 
came to be used iu the cunent context of personahty disorders. ‘Borderline’ was first 
used by Adolf Stem (1938) to describe a gioup of outpatients who did not benefit from 
classical psychoanalysis and who did not seem to fit the categories hi use at the time, of 
" neurotic' or 'psychotic'. Stem’s label for this group of patients was that they were 
suffeiing from a ‘borderline group o f neuroses \ The teim then came to be used 
cohoquiaUy among clinicians to describe patients who had severe problems in 
fimctioning, but who did not fit into diagnostic categories and were difficult to treat.
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The term ‘borderline’ thus referred to both a particular structure of personality 
organisation and to an intermediate level of severity of personahty dysfunction. These 
people were prone to brief psychotic episodes when under stress, including the stress 
of psychoanalysis.
Another major use of the term ‘borderline’ , as Berelowitz and Tamopolsky (1993) 
have commented, is that there is a long history behind the notion of a condition which 
was borderline to schizophrenia in teims of course, symptoms, and prognosis. This has 
led to some confusion over the relationship with schizotypal personahty disorder as 
classified in DSM-UI-R (APA, 1987). This notion whl be explored later in the review.
Clinical Presentation
Widigier and Frances (1989) found 11 % of ah psychiatric outpatients and 19% of 
psychiatric inpatients met the criteria for BPD. Estimates of suicide rates in BPD 
patients vary, but tend to be around 9% (Stone, 1989 ; Paris et al, 1987). Very httle 
research has focused on both suicide and self-injury, and most general studies of 
suicidal behaviour do not include Axis It diagnoses fiom the DSM. Paris et al (1987) 
also found that BPD characteristics tend to decrease in severity and prevalence into 
middle age.
It is perhaps worth citing the cuiTent diagnostic criteria for BPD fiom DSM IV (APA, 
1991) of which five must be present, these are as fohows :
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1. Frantic efforts to avoid real or imagined abandonment (do not include suicidal 
or self-mutilating behaviour covered in criterion 5 ).
2. A pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation.
3. Identity disturbance : persistent and markedly disturbed, distorted, or unstable 
self-image or sense of self (e.g. feeling like one does not exist or ‘embodies evü’ ).
4. Impulsiveness in at least two areas that are potentially self-damaging (e.g. 
spending, sex, substance abuse, shoplifting, reckless driving, binge-eating - do not 
include suicide or self mutilating behaviom* covered m criterion 5 ).
5. Recurrent suicidal thieats, gestures, or behaviour, or self mutilating behaviour.
6. Affective instabihty : marked reactivity of mood (e.g. intense episodic 
dysphoria, mitability, or anxiety ) usually lasting a few hours and only rarely more than 
a few days.
7. Chr onic feelings of emptiness.
8. Inappropriate, intense anger or lack of control of anger (e.g. fiequent displays 
of temper, constant anger, recurrent physical fights).
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9. Transient, stress-related severe dissociative symptoms or paranoid ideation.
This approach to defining BPD has been labelled the ‘eclectic - descriptive’ approach 
by Chatham (1985), similar to Gunderson’s work (1984). As demonstrated above, this 
rests on a definitional use of borderline criteria sets, such as with DSM IV. TTiis has its 
basis in clinical criteria, rather than via emphical derivation and was largely achieved by 
consensus through committee and review of the relevant literatuie. It has always been 
based, therefore, on the theoretical orientations of these committee members and on 
how psychiatrists in practice use this teim Although the criteria provide a degree of 
reliability in defining BPD, the emphasis is clearly psychiatric and orientated to clinical 
presentation which, it could be argued, is both incomplete and missing some of the 
most significant aspects of the disorder, namely the developmental context.
Layden et al (1993) suggest that the BPD patient usually seeks therapy for reasons 
different to personality problems. These usually equate to the acute psychological 
disorders described on Axis I o^ for example, the DSM-IH-R (APA, 1987), such as 
depression, generalised anxiety, panic, eating disorders, and bipolar affective disorder. 
There are, however, often vague complaints of emotional malaise that are difficult to 
operationahse. For example, “I feel detached fiom the world and quite empty inside”. 
The outcome of this is that most BPD patients do not have a concept of their own 
psychological difficulties as necessaiily tied to stable, maladaptive personahty 
characteristics. Ryle (1997) supports this view by stating that BPD patients are often 
treated by mental health teams in connection with associated conditions, such as
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depression, deliberate self-barm, substance misuse, and eating disorders. Ryle also 
suggests that :
“...management o f these patients is difficult because o f their extreme moods 
and behaviours, and because their general tendency to become over-dependent on, or 
very angry with, those with whom they are involved is often repeated with clinical
The approaches to classification which have been adopted will now be discussed. 
Approaches to classification
Linehan (1993) comments that the formal concept of BPD in the way it is used today, 
is relatively new in the field of psychopathology. The term did not appear in the DSM 
until the thud version in 1980, although the particular constellation of traits was 
recognised much earlier. The development of such reliable clinical diagnostic criteria 
(DSM) and reliable research instruments such as the Diagnostic Interview for 
Borderlnies (DIB - Gunderson et al, 1981) fiirther established this concept.
Developmental context barely gets a mention in DSM criteria for personality disorders 
generally as this quote fiom DSM-IH-R shows :
“Behaviours or traits that are characteristic o f the individuaVs recent (past 
year) and long term functioning (generally since adolescence or early adulthood). ”
(APA, 1987)
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The Intemational Classification of Diseases (ICD - WHO, 1978, 1989) also touch on 
this issue. This quote fiom the 8th revision describes personality disorders generally as
“...deeply ingrained, maladaptive patterns o f behaviour generally 
recognisable by the time o f adolescence or earlier and continuing throughout most o f 
adult life, although often becoming less obvious in middle or old age. ”
In some ways, however, these definitions seem contradictory, for if one is argumg that 
there is a developmental aspect to these disorders, it is suiely incomplete and 
inaccurate solely to focus on the behavioural manifestations that one cuiTently sees 
clinically. What of the aetiology of the disorder and the key developmental milestones 
? It could be argued that these are as important for valid diagnosis and recognition 
and, by definition, are the key factors that separate the personality disorders fiom other 
forms of mental disorder.
Childhood Antecedents
Emphical research on the childhood histories of borderline adults has concentrated on 
overt physical and sexual abuse (Herman et al, 1988 ; Ogata et al, 1990 ; Byrne et al, 
1990), separation (Lmks et al, 1988), and neglect (Zanaiini et al, 1989). These studies 
can help us to appreciate the resulting turmoil and distress we see in adult patients ; a 
necessary adjunct to appropriate and, ultimately, successful treatment, particularly if 
clinicians are not to be deflected by the behaviouial challenges these patients present.
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Links et al (1988) compared in-patients meeting the criteria for BPD with those with 
borderline traits. The BPD cases had experienced more separations, family 
breakdowns, foster placement, and physical and sexual abuse. The reason for 
separation also generally differed in that in the former group, it was usually due to 
marital breakdown, whereas in the latter group it was more due to bereavement. 
Herman et al (1988) studied various personahty disorders, including BPD. They found 
that histories of physical and sexual abuse, and the witnessing of serious domestic 
violence characterised the borderline patients.
Brown and Anderson (1991) studied the childhood abuse histories, both physical and 
sexual, of nearly 1000 with various psychiatric diagnoses. Of the patients suffering 
ffom BPD, they found increased levels of reported abuse. Some 3% of BPD patients
)
did not report abuse, 13% reported either type of abuse, and 29% had suffered both 
types of abuse. BPD accounted for nearly 50% of the personahty disorder diagnoses in 
the sample who had reported abuse.
The often cited methodological problems with studies of this nature is that they are 
based on the retrospective recah of childhood events. Clearly prospective studies of the 
later development of BPD in sexuahy and physicahy abused childi en, albeit emphicahy 
sound, would be extremely difficult to achieve. There are numerous reasons for this 
including the under-reporting of abusive experiences generahy; that if abuse were 
known about at the time, one would hope that child protection proceduies would be 
instigated; and that personahty development occurs over a sustained period of time and
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is a process rather than an event, which would inevitably require some retrospective 
analysis of events leading to a particular personality profile. Such individuals are likely 
to come fiom farmly backgrounds where support for, or participation in, on-going 
research would be extremely unlikely, thereby leading to considerable attrition of 
subjects.
Recent studies do, however, lend substantial support to the idea that persistent 
patterns of neglect and maltreatment are implicated in the development of BPD. As 
Berelowitz and Tamopolsky (1993) suggest, the important factors are concerned with 
a childhood environment which combines neglect and instability, marital discord, 
physical and/or sexual abuse, and the absence of a good relationship which could 
‘buffer’ the effects of this adverse environment. What is not known is which of these 
factors is more important or, perhaps, cmcial in the development of BPD. It is also not 
known what factors have influenced people who have experienced neglect and 
maltreatment, but who do not go on to develop BPD or similar disorders.
This has had an influence in the development of cognitive theory applicable to the 
personality disordered group of patients, and which has led to therapeutic approaches 
used with this patient group. Young (1990), m particular has outlined a series of early 
maladaptive schemas that are meant to predispose the personahty disordered individual 
to experience peivasive negative feelings and to behave in self-defeating ways. Many of 
these hypothesised early maladaptive schemas are very apparent in BPD individuals, for 
example those ofunlovabhity, incompetence, lack of individuation, mistmst, emotional 
deprivation, abandonment, and dependence. Inevitably, these are shaped and influenced
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by childhood experiences, hence the importance of neglectful or abusive experiences in 
the context of impoverished relationships.
Differential Diagnosis
Ferguson and Tyier (1988) criticise DSM and ICD criteria because of the lack of 
specificity. They suggest that so many of the operational criteria necessary for the 
definition of BPD are similar to the criteria for other disorders. For example, unstable 
relationships in antisocial personality disorder, affective iustabihty in histrionic 
personality disorder, and persistent identity disturbance in schizotypal personality 
disorder. Perhaps, however, this demonstrates one way in which the term ‘borderliue’ 
can actually convey appropriate meaning, if it has similarity with, but a separateness 
fiom such disorders.
By its definition, BPD has clinical featmes which ‘border’ on those identifiable with 
other disorders, so this begs the question ; can BPD be adequately distinguished fiom 
other forms of psychopathology ?
(i) Psychosis
As early as 1973, Carpenter et al found that borderline inpatients had significantly 
fewer psychotic symptoms than thefi schizophrenic group, with no evidence of thought 
disorder. Their borderline group were characterised by dereahsation, a fienetic and 
stormy lifestyle, unusual and occult experiences, marked interpersonal difficulties, and
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suicide thieats. Indeed, Kroll et al (1981) used Gunderson criteria (DSM-III) and 
found only one schizophrenic patient among 21 DIB (Diagnostic Inteiview for 
Borderlines) positive inpatients. Similarly, Pope et al (1983) found no individuals with 
schizophrenia among 33 diagnosed as borderline.
In studying outpatients, Sheehy et al (1980) found that pronounced failm e of reality 
testing was more prevalent among patients with schizophrenia, and was the best 
predictor of group differences. Koenigsberg et al (1983), also studying outpatients, 
found only statistically insignificant higher DIB scores for BPD compared with a 
sample with schizophrenia, perhaps casting some doubt on the distinction between the 
disorders. It is, therefore, clear that the distinction between BPD and Schizophrenia has 
not yet been sufficiently clarified by research to date.
hr general, however, sampling criteria and characteristics have been of central 
importance to studies seeking to discriminate between psychosis and personality 
disorder, reflecting some of the methodological difficulties of research hr this field.
(ii) Affective Disorders
There is generally a high coincidence of affective disorders with BPD and, according to 
Berelowitz and Tamopolsky (1993), this is greater than might be expected statistically. 
Gunderson and Elliot (1985) suggested four' possible explanations for the high 
coincidence :
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(a) drug-taking or promiscuity are used to relieve feelings o f dysphoria or 
depression
(b) depression may be secondary to poor impulse control and unsatisfactory 
relationships
(c) both disorders co-exist independently in the same subjects
(d) affective symptoms or character traits arise from an interaction o f symptoms 
pecidiar to each individual.
Several researchers have, however, argued that there are quahtative differences in 
symptomatology between BPD and affective states (Soloff & Ulrich, 1981 ;
McGlashan, 1987). For example, the depression of the borderline patient having the 
more schizoid qualities of boredom and emptiness. Fyer et al (1988) used an 
epidemiological approach to examine co-morbidity and found no increase in affective 
disorder in BPD patients compared with other patients. Conversely, other studies have 
shown that many patients with affective disorder have abnomial personalities, but these 
were not exclusively or even predominantly borderline ( Friedman et al, 1983 ; Shea et 
al, 1987). Gunderson & PhiUips (1991) have suggested that affective disorder and 
BPD commonly occui' together, but are umelated. This area is, therefore, far ffom clear 
and will requiie an untangling of the semantics, and further conceptual and empirical 
work, before a better understanding is established. There are no studies to date that 
have been able to do this satisfactorily.
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(iii) Other Personality Disorders
As Tamopolsky & Berelowitz (1993) point out, there continue to be considerable 
difficulties in distinguishmg BPD ffom other forms of personality disorder. For 
example, using the DSM-IH criteria, Pope et al (1983) found that BPD overlapped 
with histrionic personality disorder in women and anti-social personality disorder in 
men, but these studies made little allowance for the dimensional aspects of personality 
and, clearly, DSM criteria have become more refined. Zanaiini et al (1990), however, 
found DSM criteria to be overinclusive and suggested that DSM criteria may identify a 
relatively non-specific type of severe character pathology, and this argument was 
supported by Numberg et al (1991). The resulting arguments condense down to 
whether the term BPD refers to a relatively precise and distinct cluster of symptoms 
which identify a specific disorder, or whether there is a more general identification of 
severe character pathology.
The distinctiveness of BPD as a disorder seems far fi om clear and it is hard to see how 
the language of personality disorder can be anything but pejorative, whether one lists 
all the behavioural challenges such patients present to the world, or if one resorts to 
sweeping generalisations about individuals. The attempt to encompass such a spectmm 
of clinical symptoms and characteristics, with vaiying degi ees of severity, and without 
setting it m any kind of context, under one diagnostic ‘umbrella’ seems more and more 
fiitüe the closer it is examined. It is, perhaps appropriate, that a review of the concept 
of BPD would be incomplete without consideration of the language and semantics of 
the teim
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The Language of Borderline Personality Disorder
It could be argued that the language used in relation to personality disorders can be 
very unhelpfid, and that this language and derived meanings wiU iaevitably influence 
empirical research and clinical exploration of the relationship between personality and 
psychopathology. All the attention to methodology and expeiimental design that our 
sciences can muster will be of little help unless we also focus on how oui language has 
been used to describe the phenomena. This has particular relevance in the field of 
mental health that stretches far beyond so-called political conectness. There is a need 
for attitudes to change, and for professionals workmg with these patients to encourage 
attitudinal change in others, that parallels the efforts to change attitudes in a field such 
as learning disability (mental handicap or mental retardation as it used to be called). 
Here, the use of language has been central in supporting the desire for attitudes to 
change and for the need to avoid derogatory terms. Personality disorder highlights 
these issues extremely well, and BPD even more so, partly because of the historical 
context already discussed, but also because the descriptive terms have become 
synonymous with derogation, deviance, and difficulties ahead for anyone working with 
this client group. Indeed, in terms of the Mental Health Act (1983) , borderliue 
personality disordered patients requhing legal classification under the Act, would be 
covered by the teim ‘psychopathic disorder’, which is potentially distressing and 
demeaning to patients, and arguably has even more derogatoiy connotations.
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It is, however, difficult to envisage a term to replace BPD which does not have such 
negative associations. Perhaps, it is the language used in relation to the 
conceptualisation of the disorder which needs to be revisited. The revised version of 
the Diagnostic Interview for Borderlines (Zanaiini et al, 1989), for example, places 
emphasis on ‘manipulative’ behaviour, ‘demandingness’, and ‘sexual deviance’. 
Although unclear how one would operationally define such terms, there is clearly an 
emphasis on indhect, insidious, and devious (as well as deviant) means for BPD 
individuals to achieve their goals. Linehan (1993) has suggested, however, that this is 
not typical of borderline individuals, who are instead typically direct, forcefid, and 
unartfid. She has argued that the ‘evidence’ used is often the parasuicidal behaviour or 
threat of impending suicide, together with the crises that arise that the individual 
cannot solve alone. Her compelling argument is that this ought not to be thought of as 
manipulation, otheiwise we should say that all people in pain or in crisis are 
manipulating. Would it be right to assume that the majority of BPD patients are chronic 
liars, incredibly shrewd, or just plain fi audulent ? Linehan suggests that the fiequent 
interpretation of suicidal behavioui s as ‘manipulative’ is a major source of feelings of 
invahdation for such individuals and of being misunderstood, ostracised, or rejected.
To quote Linehan on this issue :
"Inferring behavioural intent from one or more o f the effects o f the behaviour, 
such as making others feel manipulated, is simply an error in logic."
Linehan (1993)
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The way that language can be used in this way must surely have an impact on how 
these individuals are received or understood (or misunderstood as the case may be). 
Also, given the childhood antecedents (discussed above) for BPD which often involves 
abuse, neglect, emotional impoverishment, and disrupted relationships, we who work 
with these individuals and who study their difficulties must not become swept along by 
the cunent manifestations and influences of these events. We must be carefid not to 
become inadvertent abusers or rejectors ourselves, otherwise we demonstrate both a 
lack of compassion for the experiences that such patients have had, but we also collude 
with perpetuating their difficulties by strengtherring already dysfimctional beliefs with 
our pejorative language and actions.
Conclusion
This review has sought to highlight that far more research is requh ed if we are to 
adequately address the classification, aetiology, assessment and treatment of BPD. The 
clinical features of patients presenting to mental health services is unquestionably 
important due to health economic reasons. However, we need to revisit the language, 
semantics, and attitudes that irrfluence the care and treatment of this patient group, 
particularly if we are to achieve an enhanced conceptual understanding of the disorder.
An important issue emerging fiom this research concerns how we relate to and 
understand those who suffer fiom BPD. Linehan (1993) has suggested a figme as high 
as 76 % of women meeting the criteria for BPD are victims of sexual abuse in 
childhood, often together with neglect and physical abuse. She suggests that the clinical
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presentation of such patients as ‘needy’ , ‘demanding’, or behaviourally challenging 
should be seen as being compatible with their reality rather than dysfimctional. With the 
intense emotional distress they can suffer and the lack of interpersonal skills to find, 
develop, and maintain other relationships where their needs may be met, it is little 
wonder that they demand our time, care, and attention. This may not necessarily occur 
in ways that would lead us toward a caring and compassionate attitude. It is, however, 
a challenge for health professionals to be aware of this and not to persist with the 
anger, derogation, judgemental attitudes, and emotional distance that frequently 
characterises these people’s fives.
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THE DEVELOPMENT OF CLINICAL 
PSYCHOLOGY SERVICES FOR SPELTHORNE 
MENTALLY DISORDERED OFFENDERS
SCHEME
(Part o f Hounslow and Spelthorne Community and 
Mental Health NHS Trust)
6 1
INTRODUCTION
The Spelthorne Mentally Disordered Offenders Scheme was a recently developed 
initiative, in step with public, political and professional concerns that there needed to be 
an improvement in services for offenders who also have mental health problems. This is 
largely due to government reports such as that by the Reed Committee in 1992 and 
through the presence of high profile cases in the media, making this an area of public 
concern.
The broad aim of these schemes has been to offer the courts and allied professions, 
mental health services, the mentally disordered offenders (hereafter referred to as 
MDO’s) themselves and their carers or representatives, with assessment, treatment, 
and consultancy, and in the case of the courts, viable alternatives to custodial 
sentences. The following review will focus on the development of this Scheme from its 
inception, with particular emphasis on the role of the Clinical Psychologist as it 
developed over the course of a period of approximately 18 months. A relevant project 
will be discussed, namely the development of a series of workshops on mental health 
issues for the Metropolitan Police and an evaluation of these workshops. Direct clinical 
work with clients will be reflected by a single case study, to illustrate some of the 
complex issues inherent in this work.
This review will therefore be divided into the following sections :
(i) An overview to the service development project
(ii) A description of training workshops for the Metropolitan Police
(iii) A case study
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Definition of the term ‘mentally disordered offender’
At this stage, it may be important to establish some definitions of terms used, as this 
has guided the development of services both locally and regionally.
The teim ‘mentally disordered offender’ or ‘MDO’ encompasses a range of people 
with variations in the extent and nature of mental disturbance, and in the seriousness of 
offences (whether suspected, admitted, or proven).
The Mental Health Advisory Committee of the National Association for the Care and 
Resettlement of Offenders (NACRO) , in 1993, produced the following definition :
'Mentally disturbed offenders are defined as those offenders who may be acutely or 
chronically mentally ill ; those with neuroses, behavioural and/ or personality 
disorders ; those with learning disabilities ; some alcohol and substance misusers ; 
and any who are suspected o f falling into one or other o f these groups. It also 
includes those offenders where a degree o f mental disturbance is recognised even 
though that may not be severe enough to bring them within the criteria laid dawn by 
the Mental Health Act, 1983."
This has been considered a usefiiUy broad definition, but is confined only to offenders, 
i.e. those who have been charged with, or convicted o^ an offence. It may be that 
those who would benefit fiom help do not fall under the strict definition of ‘offenders’. 
The Mental Health Foundation (1994) suggested the following additional 
categorisation to assist those who are planning and implementing services :
1. Serious offenders within the legal definition of the mental Health Act, 1983.
2. Petty offenders suffering fiom a mental disorder whose offending does not 
warrant longer term official involvement by the probation or other services.
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3. Sex offenders who may benefit fiom a form of community-based psychological 
intervention.
4. Substance misusers for whom treatment is a viable option.
5. Violent offenders who might benefit fiom psychological intervention.
6. Detainees under Section 136 of the Mental Health Act 1983, whether or not 
they are suspected of any offence.
7. People whose mental state gives serious cause for concern, but who fall 
outside the legal classifications and the current services network.
A combination of the above definitions was used by the Spelthorne MDO Scheme in its 
original and subsequent drafts of operational policy. Although these definitions were 
extremely broad, this was considered beneficial to the Scheme as it enabled targeting of 
resources to those vulnerable individuals that might otherwise have ‘slipped through 
the net’ , having either not engaged with or broken contact with local generic mental 
health services.
After defining terms in relation to mentally disordered offenders, it may be usefid to 
provide some background regarding historical, political, and research issues, which 
have brought about considerable changes in the way that MDOs are now catered for by 
public services.
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Section 1 OVERVIEW TO THE SERVICE DEVELOPMENT PROJECT 
Historical Background
The House of Commons Select Committee on the Prison Medical Service (1986) 
raised the issue of many sufferers of schizophrenia and related disorders being locked 
up in prison. Coid (1988) surveyed remand prisoners with psychiatric problems in 
Winchester Prison. He found that 253 out of a total sample of 334 prisoners, surveyed 
between 1979 and 1983 and identified as having a psychiatric problem, suffered fiom 
schizophrenia. 197 were of no fixed abode at the time of arrest, and 136 were deemed 
incapable of caring for themselves.
Concern was expressed in 1990 by the Howard League for Penal Reform, MIND, the 
National Association for the Care and Resettlement of Offenders (NACRO), the 
National Schizophr enia Fellowship (NSF), and the Prison Reform Trust, at "the 
presence o f large numbers o f mentally vulnerable individuals in our prisons."
Professor John Gunn et al (1991), hr a comprehensive study of the sentenced prison 
population, found about 3% of prisoners suffering fiom a mental disorder which 
warranted treatment and care hr a psychiatric hospital setting, with 37% having less 
serious psychiatric problems.
fir 1992, there was a joint Home Office / Department of Health review, under the 
chairmanship of Dr John Reed, to look at Health and Social Services provision for 
mentally disordered offenders and others requiring similar services. Also with the 
Department of Health’s White Paper in 1992, “The Health of the Nation”, stating that :
'Mentally disordered people who commit offences are a particularly vidnerable 
group. There is a risk that i f  their health and social care needs are not recognised and
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met, they may slip into a vicious circle o f imprisonment, re-offending, and 
deteriorating mental health. ’
This historical, political, and research background, together with recent high profile 
cases in the media, have set the scene for local development and co-ordination of 
services for mentally disordered offenders.
Mentally Disordered Offenders Strategy Implementation and Development Team 
(Surrey)
This was a multi-disciplinary team of secondees fiom Social Seivices, Health, 
Probation, and Police. The Team’s role was to co-ordinate and facilitate a com m on 
approach to service development between Health, Social Services, the Criminal Justice 
Agencies, and the Voluntary Sector, in particular via the implementation of the Surrey 
MDO Strategy. (Report of the South Thames Regional Task Force for Mentally 
Disordered Offenders, 1996)
Spelthorne Mentally Disordered Offenders Scheme - Project Brief
West Surrey Health Commission were the purchasers of health services within the 
NHS for Spelthorne residents at the time of this Scheme’s inception. As a result of 
joint Department of Health and Home Office directives, they were required to develop 
services for mentally disordered offenders. The primaiy function of this service would 
be to provide a Court Diversion Scheme for Spelthorne Magistrates Court. Initially, it 
was also considered that by providing specialist follow-up, treatment, and support of 
individuals in the community, there would be less reliance on in-patient and locked 
facilities, which in general were over-stretched and poorly resourced in this locality. 
There were no locked inpatient facilities with the NHS Trust, and patients requiiing 
conditions of security greater than that of an acute psychiatric ward would have been 
extra-contractually referred to the Regional Secure Unit in Ealing, West London, at 
extra cost to the Health Authority.
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Spelthorne Mentally Disordered Offenders Scheme - A Description
The Spelthorne MDO Scheme was based at Staines Magistrates Court in Surrey, and 
at the Mental Health Services at Ashford Hospital in Middlesex. Although bordering 
two counties geographically, as already explained, the area was covered by one Health 
Authority for the purchasing of NHS services.
The Team, consisting of a Community Psychiatric Nurse, a Consultant Psychiatrist / 
Psychotherapist, and a Clinical Psychologist, provided a range of services to mentally 
disordered offenders and to staff in Health, Social Services, and the Criminal Justice 
System. The catchment area for this Scheme was for Spelthorne residents alone, 
covering the towns of Ashford, Staines, Sunbury-on-Thames, Shepperton, and 
Stanwell, in the area surrounding Heathrow Airport. The population of this area is 
approximately 92 000 .
The Team became operational in April, 1996, following the recruitment of the 
Community Psychiatric Nurse, who was to act as the first point of contact or referxal 
for the Scheme.
Additional to the three ‘core’ team members, there was also the support of an 
operational management team, with representatives from Police, Probation Service, 
Defence Solicitors, the Crown Prosecution Service, the Magistrates Court, Social 
Services, and various health-care providers, such as Psychiatry, Learning Disability 
Services, and Substance Misuse Services. This management team was responsible for 
overseeing the procedures and protocols for service delivery for the Scheme. All 
members of the core team were also part of this larger steering group. There was also 
liaison with the Surrey MDO Strategy Implementation Team, to ensure purchaser’s
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requirements were met and that the Scheme took into account the wider MDO strategy 
for Surrey.
The operational policy for the Scheme can be viewed in Appendix 3.1. This policy 
went through many changes, as the Scheme developed and therefore the version 
contained in this review is tÉe final working draft.
The Role nf riiniral Psychology within the Spelthorne Mentally Disordered 
Offenders Scheme
In general, the traditional fimctions of Psychologists working with this client group 
have been assessment (including psychometric assessment), treatment and 
rehabilitation, and research (Nietzel & Moss, 1972). A greater emphasis on 
consultancy, training, and programme design and evaluation is advocated by Milan & 
Evans (1987). As Blackburn (1993) comments, these roles enable the Psychologist to 
be used as a wider resource to the organisation, and both its staff and clients.
The role of the Clinical psychologist with the Scheme was developed with these 
concepts in mind and adopted the following fimctions :
(i) Assessment of clients, including psychometric assessment and risk assessment
(ii) Psychological interventions with individual clients
(iii) Staff training - both within the NHS Trust and to external agencies, such as 
Police and Probation.
(iv) Service development work in conjunction with other professionals
(v) Internal consultancy to the NHS Trust regarding both clinical issues and the 
implementation of regional and national MDO strategies and initiatives
(vi) External consultancy, for example to county-wide MDO scheme committees 
and strategy groups.
(vii) Service-orientated research, with regard to local seivice needs and evaluation 
of existing services.
(viii) Assistance with the overall operational management of the Scheme.
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Examples wiH be given in this review of the kinds of work encountered while 
participating with this MDO Scheme, which will also highlight the importance of multi­
agency liaison and collaboration, and some of the complexities involved hi work of this 
nature. The first area describes a series of workshops organised for the Metropolitan 
Police on the topic of mental health. Later in the review a case study will be used to 
illustrate the kinds of clinical work typical of the role of the Clinical Psychologist 
within the Scheme.
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Section 2 TRAINING WORKSHOP WITH THE METROPOLITAN 
POLICE ; MENTAL HEALTH ISSUES
The MDO Scheme was approached by a Senior Training Officer with the Staines 
Division of the Metropolitan Police, to develop training sessions as a broad 
introduction to mental health issues, for officers of all ranks. Following discussions 
with their training department, there was clearly a need to cover basic educational 
material about the different kinds of mental health problems that exist. Officers also 
required training in areas such as the Mental Health Act (1983), and in practical 
matters such as how to approach a person clearly suffering from a mental illness, 
identifying any treatment needs while a person is in custody, and how to access local 
services appropriately.
After several meetings with senior training officers to discuss the structure and content 
of the sessions, a series of workshops was organised as part of police officers’ ongoing 
general training. This was to include all ranks of uniformed officers, up to the rank of 
Inspector.
Training Aims
(i) To publicise and raise awareness among Police Officers of the role of the MDO 
Scheme
(ii) To convey information of the different types of mental health problems, and 
mental health issues more generally.
(ni) To enable participants to broadly identify the main classifications of mental 
health problems seen clinically, and how these may be encountered in day-to-day Police 
work.
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(iv) To answer questions regarding the mental Health Act (1983), and how this 
relates to Pohce duties.
(v) To provide a practical experience consisting of simulated auditory 
hallucinations and to discuss what this was like for the participants.
Training Method
The workshop leaders were Phil Moss, Clinical Psychologist, and Alison Lynch, 
Community Psychiatric Nurse. Workshops took place one aftemoon per week 
throughout July, 1997. Typically, there were approximately 20 ofi&cers per workshop 
and conveniently, but by pure accident, a total of 100 officers participated in the 
training. The duration of each workshop was planned for 1 1/2 to 2 hours, but many 
over-ran due to the debating of issues raised. There were clear imphcations for further 
training, as not all topics could be covered in the allotted time with sufficient depth. 
The sessions were intended as a bne^ but practical, introduction to mental health, 
which officers could benefit fiom in their day-to-day Pohce work.
The sessions fohowed the format provided below :
(i) Introduction to workshop leaders, the MDO Scheme, and to the topic area.
(ii) Presentation of ‘controversial’ newspaper headlines to provoke (often hvely) 
discussion of such issues as :
Care in the Community
Risks to the general pubhc and to Pohce officers 
Mental Health Law
Problems encountered in day-to-day pohcing
(hi) Presentation of an information sheet which gave a brief, simple description of
some typical mental health problems, together with overt signs and symptoms. This
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topic was presented in didactic, lecture-style format, with considerable elaboration of 
the areas covered on the information sheet (see Appendix 3.2 for a copy of the 
information sheet used).
(iv) Coffee break (essential to keep officers’ attention for the remainder of the 
aftemoon).
(v) Practical exercise - simulated auditory hallucinations
Officers were spht into groups of three or four. One, acting as the ‘patient’ , 
wore headphones and listened to a prepared commentary tape, using a walkman-style 
cassette player and headphones, which provided continuous dialogue to listen to, of a 
distracting, instmctive, or abusive nature. One officer acting as ‘inteiviewer’ was 
required to collect basic personal details using a pro-forma, such as name, address, 
occupation, etc., while the ‘patient’ was hstening to the commentary tape. Finally, 
there were one or two officers acting as ‘observers’ to note any difficulties either party 
were having with communication, and to comment on issues raised by the practical.
This was often a well-received and lively part of the training sessions. After two 
or three minutes, officers within the smaller groups swapped roles, so that each officer 
had experienced being ‘patient’, ‘interviewer’, and ‘observer’. Feedback to the larger 
group was sought on completion of the practical exercise for comments and issues 
raised, and to suggest ways of dealing with someone who is clearly hearing voices.
(vi) Workshops ended with a question and answer session, typically over-mnning 
the allotted workshop time.
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Audit of Police Workshops on Mental Health
The Police Training Department conducted their own audit via questionnaire after each 
training session and the results will be discussed below. The MDO Scheme also 
devised its’ own very simple evaluation questionnaire, to examine the helpfidness of the 
content of each workshop and the teaching methods employed. As there were a series 
of workshops planned, if the content was not as effective as was hoped, the idea was 
that it would still be possible to modify the content or style of the workshop before the 
next session. As is often the case with this kind of brie:  ^practical, service-oriented 
research, there was insufficient time to be too rigorous about the methods employed m 
constructing the evaluation questionnaire. The need to be pragmatic outweighed the 
desire for methodological soundness. The resulting questionnaire (see Appendix 3.3) 
did seem to do the job for which it was intended, and the results are presented below.
Training Audit Results
(a) Police Audit Results
(i) Relevance and degree o f improvement in knowledge
94% found sessions ‘quite’ or ‘very’ relevant to officers’ current posts
21% reported their understanding of mental health issues was ‘much 
improved’ and a further 58% reported their understanding was 
‘improved’ (therefore 79% in total)
(ii) Teaching methods and style o f presentation
80% felt the right depth was given to the topic
30% felt the method of presentation kept their interest ‘aU of the time’ with a 
fiirther 60% ‘most of the time’ (a total of 90%).
89% thought the length of time given to each part was ‘just right’
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95% thought the method of presentation was the best way of putting over the 
subject.
(b) MDO Scheme Audit Results
(i) Were the aims o f the session met ?
98% felt that the aims set out at the beginning of each session were covered 
successfidly.
80% felt that nothing was missed.
Out of the remaining 20%, the issues raised included :
more information on mental health law, e.g. police powers, sections of 
the Mental Health Act, etc.
others wanted more information on how they could deal with people 
with mental health problems, i.e. much more of a focus on practical 
guidelines.
(ii) What was most helpful ?
33% Signs and symptoms information sheet and lecture
25% Practical exercise / simulated auditory hallucinations
10% Opportunity for general discussion, question and answer session
(in) What was least helpful ?
3% Signs and symptoms information sheet and lecture
6% Practical exercise / simulated auditory hallucinations
1% Opportunity for general discussion, question and answer session
(iv) Style o f presentation
1% Very poor 
23% Satisfactory 
64% Good 
12% Excellent
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(v) Other comments invited
20% used the opportunity to make comments, with 18% being generally 
positive and complimentary. The remainder passed criticism of the local 
hospital management, or e?q)ressed resentment that the Pohce were doing what 
was felt to be the role of mental health workers.
Concluding Remarks on Training Workshops and Evaluation
InitiaUy, for the workshop leaders, training the local Pohce in mental health issues was 
viewed with some trepidation. We knew there was going to be a considerable range in 
levels of experience and knowledge of working with the mentahy ih, together with 
considerable variations in attitude. The range of rank and status of officers attending 
the workshops, from constables on the beat to custody sergeants to inspectors, was 
also problematic, in terms of organising the content and format of the teaching.
The intention was to cover as much giound as possible in a very short time, as officers 
were unlikely to receive much more training unless subsequent workshops could be 
arranged. This was hkely to prove difficult as other issues were often, understandably, 
taking a much higher priority in the training rota. Any issues not covered in sufficient 
depth were, however, identified and proposed for future consideration. Generally, this 
concerned mental health law and Section 135 / 136 local pohcy, and guidelines 
concerning the transfer of patients to hospital.
The results from both evaluation exercises were very encoui aging, and demonstrated 
that the workshops were almost universally well received. There was demonstrable 
benefit to Police officers via both provision of information, debate of issues, and 
experiential learning. Inevitably, officers required a practical focus and an application 
of relevant issues to then day-to-day work.
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Some interesting points emerged in the evaluations, particularly a lack of clarity over 
some aspects of mental health law and how it is applied. There was also some 
frustration that Care in the Community had forced many more officers into dealing with 
people with mental health problems. This is a role which some felt they should not have 
to frdfrll and some did not feel adequately trained to perform.
Clinical Psychologists are well-placed to conduct these kinds of workshops due to 
suitable experience with a range of mental health problems, together with skills hi 
education and workshop facilitation. A good understanding of mental health law was 
required and expected by Pohce officers, in order to help with the practical problems 
they encounter in their work. Also, the attention to evaluating these workshops enabled 
the content of the workshops to be modified and improved, and produced some helpfiil 
direction for future training with the Pohce.
Not included in the workshop evaluation, the MDO Scheme diversion worker (i.e. the 
CPN), anecdotahy reported that more referrals were received as Pohce diversion at the 
point of arrest or while m custody, together with more appropriate referrals, foUowmg 
these training workshops. This change in knowledge, attitudes, and working practices 
would be interesting to evaluate more formahy after future training sessions. The 
pubhcity for the MDO Scheme was found to be extremely beneficial and good relations 
were estabhshed and continued between the MDO Scheme and the Metropohtan 
Pohce.
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Section 3 CASE STUDY 
Brief Description
This is an illustrative case which in many ways typifies the kind of work that the MDO 
Scheme conducted, from specialist assessment, through planned intervention and 
support with the chent, and with close haison and co-operation across a number of 
different agencies. The reason for referral to the Scheme will be discussed, together 
with the process of assessment and treatment. There will then be some discussion of 
the general issues pertaining to MDOs that this case demonstrates. Throughout this 
case study, the chent wih be referred to as Mr N and any professionals referred to will 
be caUed by their job title, rather than name. This is to protect the confidentiahty of the 
chent, whose permission was obtained before detahs were included in this case study.
Reason for Referral
Mr. N was referred to the Spelthome MDO Scheme by his Probation Officer, prior to 
release from prison. Ah referrals to the Scheme were discussed at a referral ahocation 
meeting, and in this particular case it was felt more suitable for a Clinical Psychologist 
to assess the chent in the first instance, based on the information contained in the 
referral letter and the nature of the referral.
Mr N was released from prison on 11th November, 1996, fohowing a 6 month term for 
physicahy assaulting a minor (grievous bodily harm against a 14 year old girl). He had 
originahy been sentenced in June, 1996, to 15 months imprisonment.
Fohowing release, he was permitted to reside with his common-law wife and three 
children, although the children were immediately placed on the Child Piotection 
Register under the category of risk of physical injmy. He was subject to supervision on 
hcence with the Probation Service unth March, 1997. Mr N had attended, and
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apparently benefited fiom a group therapy programme for anger management, but it 
was felt that he would require individual therapy in order to amehorate potential risks 
to others. The referral letter suggested that Mr N had experienced a ‘difficult 
childhood’, and it was not clear what impact this had produced on personality 
development, or if Mr N had ever had the opportunity to discuss this.
Assessment
(i) Presenting problem
Mr N presented as a tah, well-built, balding man, with a slight squint. He was co­
operative with the assessment, but anxious and overtalkative. He gave the impression 
of being eager to have a ‘fiiendly’ relationship with the clinician, and reported that he 
found it much harder to relate to people when the relationship was formal and 
professional. His self-report could be rather inconsistent at times, bringing into 
question the rehabihty of the information he was able to provide. Mostly, this appeared 
due to mild deficits in intellectual ability, but in later sessions there were times when 
this was clearly related to the topic of conversation.
He was happy with the reason for refenal by the Probation Seivice, and indicated that 
he had also sought the referral. He acknowledged that he had a quick-temper and that 
he had been violent to others. Mr N was also keen to justify incidents where he had 
become excessively violent, for example, fears of being hurt himself, looking after his 
possessions, determination not to let others get the better of him, and a general lack of 
respect fiom people - to which he was highly sensitive.
Mr N was asked about historical information which will now be discussed.
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(ii) Family history
Mr N’s father was an unemployed flight engineer in his 60s and although he was 
reported to have an alcohol problem, Mr N denies any physical abuse. Recently he said 
that he had challenged his father to a fight to prove that he wasn’t afraid of him His 
mother was a telephone receptionist, also in her 60s. There had been many arguments 
between his parents when Mr N was a child, and they separated when he was 14 years 
old. Mr N had physically assaulted his mother at around this time and as a result of his 
behaviour, her new husband refiised to speak to him. He also became estranged from 
his younger brother, now aged 34, who went to five with his mother.
He married his first girlfiiend at the age of 21 after she had become pregnant. They 
were together for 7 years before she left Mr N followmg an affair with his best friend. 
The marriage produced two children, now aged 12 and 14 years who lived with Mr N 
and his new partner. There was some domestic violence towards his first wife.
For the last four years he had been co-habiting with a woman who had a 6 year-old son 
from a previous relationship. He said that he had only hit this person once, had 
regretted it, and had never repeated this action.
(ill) Personal history
Mr N was bom at home and unaware of any problems associated with the pregnancy, 
delivery, or early childhood development. He does, however, have a poor educational 
record, attending at least twelve schools. He was reported to have had some learning 
difficulties and severe behavioural problems. At the time, he was oveiweight, wore 
glasses, and had a squint in his left eye, which made him the target of bullying fr om 
other children.
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From the age of 11 to 13, he was educated at a boarding school for children with 
behavioural problems. He said that the discipline there was harsh and that he “lived in 
fear”. He was sexually abused at this school at the age of about 12 years by another 
pupil who also urinated on him, and again at the age of about 14 by a male friend of his 
mother. He returned to a normal school at the age of 13, until he left with no 
qualifications at the age of 16. He was again repeatedly bullied at this school and 
although he did not truant, he missed a lot of school thne due to school phobia.
In general, he reports his childhood as being lonely and unhappy, spending a lot of time 
on his own, not feeling as if he fitted in, but being desperate to make fiiends.
Mr N’s only recorded psychiatric history involves a brie( acute admission to hospital in 
1986 for severe acute depression and an overdose, which appears to have been the 
result of separating from his wife.
In 1989, he was given an EEG following incidents of violence and aggression. This 
revealed rmld non-specific abnormahties, but no definite evidence of epilepsy. The 
neurologist, however, felt that Mr N should continue taking carbamazepine to assist in 
controlling his temper.
He denied regularly usmg illicit drugs, although he had previously tried cannabis. His 
alcohol consumption was not significant and unrelated to any violent incidents.
He had never lost a job through violent behaviour, but had tended to stick to jobs 
working mainly alone, such as taxi driving.
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(iv) Forensic history
Mr N had two drink-driving offences, which had resulted in temporary bans from 
driving. He reported the following violent offences :
In 1986, he went to see his ex-wife and asked her to come and see the children, who 
were asking for her. She refiised, so he locked her in his car and hit her in the face. He 
was convicted of ABH and given a conditional discharge.
He also assaulted his ex-wife’s new partner at around the same time, hitting him over 
the head with a telephone receiver, knocking him unconscious. He was again convicted 
of assault and given a conditional discharge.
In 1990, he was convicted of ABH against a female neighbour and in 1995, had 
physically assaulted the 11 year-old son of a neighbour after he had beaten up Mr N’s 
son. He had slapped this boy across the face and was bound over for this offence.
(v) Index offence
Mr N described his index offence as occurring in the context of a ‘feud’ with 
neighbours that had been running for some time. The contextual information he gave 
was of being tired, stressed, and fiustrated or irritable with the day’s events.
The 14 year-old girl, a neighbours daughter, had been a frequent visitor to their house 
to play with the other three children. On the day of the offence, she had visited Mi N’s 
house and had, in his words, been boasting that she had told the Pohce about an inhaler 
full of cannabis that Mi' N’s son had found in the street. Mr N had hoped to keep this 
from the Pohce’s attention and had perceived that she had done this spiteftihy, hi the 
context of the poor relationship between the two famihes.
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Mr N reported feeling an intense rage when the girl told him about informing the 
Pohce. He got up from the sofa and repeatedly punched and slapped the ghi’s face, he 
also remembered kicking her. The girl’s face had been injured and she had received a 
bloody nose.
He expressed no remorse when relating this event, and continued to feel a sense of 
being ‘wronged’ and wanting to get revenge against the neighbouring fanhly.
(vi) Psychometric assessment
The use of psychometric tests with this gentleman was fraught with problems due to 
his suspected mild learning disabhities. This in itself was not formahy assessed as it was 
felt this would have been too intrusive in attempting to engage this gentleman in a 
therapeutic relationship. He was, however, clearly able to read and write, and so he 
was assessed using three self-report questionnaires : the Spielberger State-Trait Anger 
Expression Inventory (STAXI) ; the Beck Anxiety Inventoiy (BAI) ; and the Beck 
Depression Inventory (BDI).
He scored 7 and 8 for the BAI and BDI respectively, which are both scores in the 
asymptomatic range, therefore ruling out more generahsed problems with anxiety or 
depression that could have had an impact on his abihty to manage his temper.
Scores obtained for the STAXI wih not be reported in frill, but the interpretation 
confirmed Mr N’s impulsiveness and readiness to express anger with httle provocation. 
The STAXI also highhghted that Mr N demonstrated httle self-monitoring or effort in 
preventing the aggressive expression of anger. This was, therefore, of use in providing 
some direction for potential interventions with this gentleman, such as encouraging 
self-monitoring and increasing his awareness of early signs of arousal, more of which 
wih be discussed below.
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Psychological Formulation
Mr N did not suffer from a mental disorder covered by the Mental Health Act, 1983, 
but did fit with the inclusion criteria for the MDO Scheme, i.e. a psychologically 
vulnerable and violent offender, potentially benefiting fiom some form of treatment.
Mr N demonstrated an explosive temper which could result in serious physical violence 
against others, regardless of age or sex. This was typically associated with feelings of 
intense rage and impulsive in nature, rather than being typically goal-orientated. His 
ability to verbally express himselÇ although not poor generally, was certainly worse for 
the expression of emotions and therefore this behaviour had a strong communicative 
fimction. He had very poor stress / fiustration tolerance and inadequate coping 
strategies, which highlighted a significant risk factor for future aggression.
In terms of personahty, he was considerably lacking in empathy for his victims, 
although this was not in the context of a lack of warmth for people generally, or even a 
lack of consideration for others. He expressed many cognitive distortions surrounding 
the hostile intentions of others around him. Although these did not take on the quahty 
of paranoid delusions, he was clearly sensitive to perceived shghts and rejections fiom 
others. Mr N would feel compelled to confront or seek revenge against those whom he 
felt had ‘wronged’ him. Given Mr N’s background of his father’s alcohol problem, 
extensive bullying and sexual abuse at school, and his self-esteem being affected by 
both his physical appearance and his rmld learning disabilities, these cognitions seem 
likely to be related to the determination not to become a victim again and to protect his 
already rather fragile self-esteem.
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Planned Intervention
The intention was to adapt a working model of anger, such as that referred to by 
Deffenbacher (1996). This model attempts to integrate the work of others, such as 
Lazarus’s (1991) work on stress and emotions, Novaco’s (1979) apphcation of 
Lazarus’s concepts to anger, the work of cognitive theorists such as Beck (1976) and 
Elhs (1977), and Meichenbaum’s work (1985) on stress innoculation. The resulting 
working model can be seen in Figure 1.0 below
Figure 1.0 Working model of anger
Precipitant
Appraisal Processes Anger Responses Behaviour
Pre-anger State
■ Enduring personal 
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ego idaitity)
- Immediate preanger 
state (cognitive, 
emotional, physical)
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- External situations 
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- Immediate preanger 
state
cognitive,
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and
physio­
logical
Interaction
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(trespass on 
domain, ego 
threat, blame­
worthy, diould/ 
shouldn’t hqipea 
etc.
-  Secondary
Appraisal 
(can’t cope,
^ould not have 
to cope, attack is 
justified, attack has 
positive outcomes, 
etc.)
- verbal assault 
-physical assault
- problem solving 
-pouting
- suppression with 
continued arousal
- passive - aggress- 
ivmess
etc.
In practice, this model translates into a cognitive-behavioural intervention, which 
focuses on the five key areas as follows :
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1. Précipitants
Helping the individual toward greater awareness of the triggers, cues, and events that 
precipitate an anger response. These can be both internal or external in focus to the 
individual.
Mr N’s internal précipitants included the lack of self-monitoring and the lack of 
attention to the need to actively prevent aggression occurring. He was prone to 
problematic coping with external stresses, such as noise (particularly from children), 
fatigue and stress from his work as a minicab driver, and arguments with his partner.
2. Pre-anger state
Enhanced self-awareness of the personal characteristics of the individual and how these 
come to influence an anger response. Also includes immediate pre-anger factors, such 
as emotional, physical and cognitive factors.
Mr N’s enduring personahty characteristics were extremely important in this respect. 
He had a tendency to dominate in social situations, was highly sensitive to rejection, 
wary and mistrustful of others, and lacked empathy for his past victims of violence. 
Immediate pre-anger factors were important given the apparent impulsivity of his 
aggressive acts.
3. Appraisal Processes
The cognitive factors which mediate between précipitants, pre-anger state, and the 
anger response. Primary appraisal relates to the crossing of boundaries, or the breaking 
of rules or expectations concerning the behaviour of others. Anger is more pronounced 
if the violation is considered to be intentional (i.e. someone or something pmposefidly 
directing the event towards the preventable (i.e. something that could be
controhed), unjustified (i.e. judged as unwaiTanted or unfah, a violation of a sense of 
social justice), and / or blameworthy or punishable (i.e. judged as culpable or 
deserving to suffer) (Hazaleus & Deffenbacher, 1985).
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Mr N was potentially prone to misinterpretation of information due to mild cognitive 
deficits. He was also heavily influenced by various rules and e?q)ectations of others, for 
example to be treated with respect at all times and that to take revenge against others 
who had ‘wronged’ him was quite acceptable.
Secondary appraisal processes involve a self-evaluation of the person’s capacity to 
cope. Anger is more hkely when the individual favours attack as a mode of coping and 
has a positive outcome expectancy for attack (Lazarus, 1991). Even when the 
individual possesses adequate coping skills, anger may ensue because of a secondary 
appraisal that the individual ‘should not have to’ experience or put up with the 
precipitating source. This narcissistic rule that may otherwise be labelled poor tolerance 
of fiustration was particularly pertinent to Mr N’s case.
4. Anger response
This is the activation of physiological, affective and cognitive response systems, that 
are inter-related. For example, anger is marked by heightened sympathetic arousal, 
increased muscle tone, release of adrenal hormones, etc. Emotionally, anger is 
experienced along a continuum from mild annoyance, irritation and fiustration, to fury 
and rage. Cognitively, anger is often a ‘moral’ concept resulting from the appraisal of 
trespass and sometimes retribution if blaming processes are activated. Interventions can 
essentially be tailored to help the individual cope with any or all of these domains, with 
strategies such as relaxation techniques, diversion strategies, cognitive strategies such 
as imagery and self-instruction, and problem-focused coping.
Mr. N was clearly vulnerable to experiencing anger and even rage very quickly, with all 
of the physiological arousal and temptation to act impulsively. Although 
acknowledged, this was often minimised by Mr N, who felt that this only tended to 
occur when ‘justified’.
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5. Anger-related Behaviour
This can be either adaptive (e.g. assertiveness, problem-solving, limit setting, or 
appropriate withdrawal) or can be maladaptive (e.g. verbal or physical assault, passive- 
aggressive behaviour, or defensiveness). These observable states should be 
conceptually differentiated from the internal state of anger, and this distinction made 
apparent to the chent.
Most of Mr N’s anger-related behaviours were maladaptive, and rarely involved the 
assertive expression of anger or avoidance of conflict. Instead, there was a tendency to 
respond with impulsive and indiscrirninate physical aggression, for example towards 
children.
The planned intervention for Mr N involved guiding him through a phase of self­
monitoring and awareness raismg. InitiaUy, this was to focus on internal and external 
précipitants and to identify any relevant pre-anger states. The next phase consisted of 
the rehearsal and development of suitable coping strategies related to affective, 
physiological, and cognitive components, in the attempt to alter Mr N’s characteristic 
behavioural response of verbal and physical aggression. Not all aspects of the model 
presented above were to be used initially, as it was not clear how long Mr N would 
remain engaged in treatment, or if abstract concepts would be too difficult to introduce 
into the therapy sessions. The stance taken was, therefore, a pragmatic one of 
attempting to examine cues and triggers for an aggressive response and to link this with 
the development of alternative and more adaptive coping methods.
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Actual Process of Therapy
Mr N had aheady attended an 8  session ‘anger management’ course in Prison, which 
he had found beneficial mainly in the area of raising his awareness of what precipitated 
his aggression. He could remember httle detail about the course and did not put into 
practice any coping strategies they may have covered. Mr N therefore stated that he 
was interested in fohowing up the issues raised on this course and that he was 
attending voluntarily. He was, however, also on hcence fiom prison and being 
supervised by the Probation Service who were advocating a continuation of the therapy 
he had received hi prison. In addition, his children had been placed on the child 
protection register under the category of physical abuse, and so he had further 
motivation to be seen to be addressing his difficulties with aggression.
A total of 8  sessions were negotiated prior to a review of progress, with the intention 
of pursuing the approach outlined above. It was felt that some therapeutic gains were 
possible with this gentleman, as he had some anxiety of his behaviour escalating and 
getting him into trouble again. He was also willing to openly discuss specific ‘risky’ 
incidents which, if he had wanted to simply create a good impression, he would not 
have disclosed. It was also considered that there was a significant chance of this 
gentleman not attending appointments regularly, or dropping out of therapy altogether.
Somewhat surprisingly, he did not miss any appointments unth ajfter the 8  session 
review, despite gaining employment as a minicab driver, and only receiving one day ofif 
per week, part of which he used to come to these sessions.
Throughout these sessions it was often difficult to keep Mr N focused on a particular 
issue. His concentration was not always good, his retention of previously discussed 
material was poor, and because of his personahty he liked to engage the therapist in 
fiiendly banter. There was, therefore, a great deal of repetitious learning required and, 
although the fiiendly discussions could detract from the focus of a session, it was felt
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necessary to continue to engage this gentleman in therapy. He particularly had 
difficulty in dealing with figures of authority, or those he considered to represent the 
‘system’ , and so a more relaxed approach was essential.
He was able to identify several internal and external précipitants to aggression as 
follows :
(i) poor noise tolerance, particularly with children playing in the house
(ii) stress from work and the physiological sequelae of arousal and muscle tension 
(hi) excessive fatigue from working long hours
(iv) the effort required to cope with fiustration at work whilst driving was 
diminished by the time he returned home.
(v) arguments with his partner
(vi) over-sensitivity to the perception of his and other’s chhdren being disrespectfid 
or rejecting
In contrast, he rarely felt there was a risk of aggression while he was working. His 
explanation was that he felt much more in control both of himself and his environment. 
He said that his customers were on the whole pohte and mainly responded well to his 
fiiendly manner. He did not allow himself to become affected by the fiiistrations and 
stresses of driving in the suburbs of south London, and did not consider himself to be 
at risk for aggression via ‘road rage’. Generally, he was also able to distract himself 
through hstening to music and having to concentrate on his driving.
The fourth session with Mr N attempted to introduce practical, adaptive coping 
strategies, related to the antecedents highhghted above. This involved the rehearsal and 
practice of a relaxation technique; encouraging Mr N to work shorter hours and with 
an increased number of short breaks; targeting the time immediately afi;er he returned 
home from work to use for relaxation; and avoidance of high risk situations, such as 
the escalation of arguments with his paitner, or when the childien were being 
particularly noisy. This latter task Mr N found particularly difficult as he oJften felt he 
needed to win or dominate in an argument, and also felt that it was his parental duty to
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ensure that his children did what they were told at aU times. It was therefore necessary 
to work cognitively on these assumptions and to further raise Mr N’s awareness of 
their importance in the model of aggression. The previously outlined model was 
presented to Mr N in a much simpler form. Althouÿi this was helpfid at the time to 
explain the inter-relationship between thoughts, feelings, and behaviom*, it was never 
retained by Mr N sufficiently well for him to be able to translate this to a more practical 
use.
Towards the end of the 8  sessions, it was becoming increasingly difficult to maintain 
Mr N’s focus on his own responsibilities for his behaviour and what he could do to 
help this. He became much more fixed on issues relating to his resentment about the 
way the ‘system’ had treated him, firom his time in prison, through difficulties with 
benefits, to issues with Social Services relating to his children. It was also of note that 
his compulsory attendance at Probation was coming to an end, and his children were 
due to be removed fi*om the ‘at risk’ register. With the sense that he may disengage 
firom therapy and stop attending shortly, the focus for the sessions became more related 
to relapse prevention. Although, Mr N was receptive to developing a plan to minimise 
the risk of future aggression, including an attempt to predict high risk situations, he did 
not demonstrate any attempt to put the plan into practice. Indeed, it was becomhig 
more of a concern that the antecedents to his index offence, such as fatigue, stress, 
poor coping strategies, arguments at home, and the cognitive factors referred to earher, 
had not significantly altered. In short, although Mr N’s self-awareness had improved, 
this was not generahsing to more helpfiil changes in behaviour. Mr N did not accept or 
agree with this formulation, and considered himself to have minimal risk for situations 
escalating to aggression, including fiirther offending. It is in this context that he 
stopped attending his appointments after the eighth session, with no reasons given and 
no further contact possible.
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Evaluation of Outcome
Evaluation of outcome was always going to be difficult with this case. The fact that 
Mr. N attended for assessment plus eight sessions was in itself quite a positive 
outcome. The main method of outcome evaluation involved the absence of recidivism, 
i.e. he committed no chargeable offences throughout the treatment period, and was 
discharged from supervision by the Probation Service. The other method of evaluating 
outcome was to monitor aggressive incidents via self-report, and to have these 
extemaUy corroborated by fanhly members and his Probation Officer. Only one incident 
of concern emerged over a 6  month period, when he had ‘prodded’ his son with a 
snooker cue, which he had dealt with openly with both Social Services and Probation. 
There were several incidents that previously would have escalated to serious 
aggression, but which were dealt with by implementing more adaptive coping strategies 
as discussed within psychology sessions. Naturally, the main concern was that this 
would not be maintained in the long term, and since Mr N discharged himself before 
this could adequately be discussed, questions will have to remain about this. A further 
guide to outcome was Mr N’s continued use of the coping strategies discussed, and 
although this was initially quite positive and reportedly effective, by the time of 
discharge it is thought that this had diminished considerably. In addition, repeated use 
of the Spielberger State-Trait Anger Expression Inventory may have provided an 
indication of change, but it was not possible to repeat this measure.
General MDO Issues Relating to this Case
This case reflects the typically complex issues involved in treating mentally disordered 
offenders and those with similar needs. The reported difficulties with assessment, 
differential diagnosis, psychological formulation, engagement in psychological therapy, 
and potential for drop out from therapy, and difficulties with outcome evaluation are 
very typical. In addition, the child protection issues, limits of confidentiahty, and multi-
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agency working and liaison are conmion-place. The breadth of skills required for this 
kind of work continually present new professional challenges.
CONCLUSION TO THE CLINICAL REVIEW
This review has sought to describe the involvement of Clinical Psychology in a service 
for mentally disordered offenders from its inception to becoming frilly operational. The 
scope for involvement in complex clinical work, staff trainmg, service and 
organisational development, consultancy, and service-orientated research is demanding, 
yet satisfying. It is hoped that the descriptions of the training workshops provided and 
the clinical example help to illustrate these demands and to describe the role of the 
Clinical Psychologist and how this was apphed with the MDO Scheme.
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1.0 INTRODTJCTTON
2.0 CATCHMENT ARFA
3.0 MISSION STATF.MFATT
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4.0 SERVICE VALUES AND PRINCIPLES
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5.0 CLIENT GROTTP
^ 1 Definition of Mentally DisordfirftH
The followng definitions were adopted for the scheme
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♦ Mentally ill (as defined by the Mental Health Ac( ) '
♦ Has a personality or psychopathic disorder
■ * * £
5.2 Referral Criteria
'  ' *  ■ “ '  • ' ■ “  *  - d  - p . . -
13 Liaison with Other Spprjalist Servira.
" rfi^lh"iv‘“" r  ‘1'®°''''®!;®'^  ofifenders who have moderate to severe learning 
_6.0 AIMS OF THF. SriTF vrrr
6.2
6.3
=!5 =5 S 5 B'—=.
To provide a range of therapeutic options which meet the Identified aggregate needs
ofifend°e'rs^ * * hospital services for mentally disordered
-3-
6.5
MDOPOL
6.6 To develop and provide, in liaison with the Spelthome CMHT or CTPLD and local 
statutory and voluntary agencies, individualised treatment packages.
6.7 To provide support/advice to relatives/carers of referred mentally disordered offenders.
6.8 To promote the involvement service users and carers in service planning and delivery.
6.9 To raise the awareness of mental health issues and mentally disordered offenders in all 
agencies.
6 . 1 0  To develop a pre-court diversion scheme, if resources permit, once the scheme is 
operational.
7.0 TEAM MEMBERSHIP
he operational staff funded by t le Scheme is tabulated below;
NAME SESSIONS
Dr Ronald Doctor Consultant Psychiatrist in 
Psychotherapy
•2
Alison Lynch Community Psychiatric Nurse 1 0
Phil Moss Clinical Psychologist 2
Jo Riley Psychiatrist Secretary 5
'he Operational Crroup members in addition to those are listed below;
NAME POST AGENCY
Dr Vera 
Baraneicka
Consultant Psychiatrist (for 
60,000 of the catchment area)
H&SCMHT
Catherine
Knights
Mental Health Service 
Manager
H&S CMHT
Alan Higgins Learning Disabilities Service 
Manager
H&S CMHT
Sharon Manning Deputy Clerk to the Justices Staines Magistrates Court
Simon Warren Mental Health Liaison Officer Metropolitan Police Spelthome Division
Kevin Quinn Chief Inspector Metropolitan Police Spelthome Division
Mike Rees Acting Manager Probation Service
Ian Phillip Duty Defence Solicitor Owen White & Catlin
Donal Hegarty Service Manager Surrey Social Services
Paula O'Toole Principal Crown Prosecutor Crown Prosecution Service
Lorraine Reid Spelthome CMHT Manager H&S CMHT
Jenny Thornton Manager Child & Adolescent 
Psychiatry
H&S CMHT
Dr Graeme 
Crouch
Consultant Psychiatrist. 
Substance Misuse
H&S CMHT
-4-
MDOPOL
8.0 REFERRATS
8.1 Court Diversion Referrals
8 .1. 1  All agencies associated with the service can refer a mentally disordered offender to the 
scheme, completing the details required on the Referral Form and faxing to the 
Scheme.
8 .1 .2 . Self motivated referrals will also be encouraged.
8 .1.3. Referrals for an assessment before the defendants appearance in Court (from Defence
Solicitor or Probation) will be faxed to the Scheme. These should be made as far in 
advance as possible before the defendant is due to be seen in Court.
8 . 1 .4. Defendant referrals after the appearance in Court will be made via a Court Clerk at 
Staines Magistrates Court by telephone or fax.
8 .1.5. The Community Psychiatric Nurse (CPN) is the single point of entry to the Scheme.
8.1.6. The Scheme will review the need for cover for court sessions on Saturday mornings.
8 . 2  Pre-court Diversion Referrals
The referral process for these will be agreed once the Court Diversion part of the 
Scheme is well established.
9.0 ASSESSMENT
9 . 1  The CPN will undertake the initial mental health assessment. If necessary an in-depth 
assessment will be undertaken by the Psychiatrist and / or Psychologist.
9.2 The CPN will access the Consultant Psychiatrist or Section 1 2  Doctor and an ASW .
where an in depth assessment is required and there is a possibility of the mentally 
disordered offender requiring a Section under the Mental Health Act 1983. If this is a
known client, the report should be compiled by their Consultant. If unknown, the
Psychiatrist in the Scheme will undertake this.
9.3 The CPN will provide a written summary of their assessment and the proposed plan of
action, including any options, on a standardised report for the Court.
9.4 If required, the CPN, Psychiatrist and / or the Psychologist will give a verbal report to 
the Court.
9.5 * Appropriate assessment and screening methods will be devised.
10,0 CARE PROGRAMME APPROACH AND SUPERVISION REGISTER
0.1 Clients will be screened regarding the criteria they meet which will indicate the level of 
CPA they require.
10.2 All those on any tier/level of CPA will have a Care Plan and review date to evaluate 
and tailor the Plan to the individual needs.
- 5 -
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11.0 SERVICES OFFERED BY THE SCHEME
11.1 Completion of Mental Health Screening and Assessment for referrals.
1 1 . 2  Recommending and arranging for placement in appropriate therapeutic options to the 
court.
1 1.3 Advice to the Court, the Court Clerks, the Crown Prosecution Service, the Defence
Solicitors, the Probation Service, and other related agencies on issues pertaining to
mental health and mentally disordered offenders including whether the offender is fit to 
plead.
11.4 Advice and support to mentally disordered offenders.
1 1.5 Advice and support to relatives and carers of mentally disordered offenders.
1 1 . 6  Provide psychological interventions for mentally disordered offenders.
11.7 Provide psychotherapuetic treatments to mentally disordered offenders.
1 1 . 8  Training and education on mental health issues relating to mentaly disordered 
offenders to health service personnel and court user agencies through lectures, 
seminars and workshops.
11.9 Liaison with in-patient services, between the Spelthome CMHT and other agencies.
1 1 . 1 0  Services to meet the needs of individuals referred for pre-court diversion will be
developed as this part of the scheme progresses.
12.0 RECORDS AND CONFTDENTIALTTY
1 2 . 1  The mentally disordered offender will consent to the assessment and sharing of 
information to other agencies, prior to the assessment. If the individual is so unwell as 
to have no insight into their condition, an assessment under the Mental Health Act 
(1983) will be undertaken.
12.2 The case files of the Court Assessment and Diversion Scheme will be kept locked 
within the Mental Health Offices at Ashford Hospital.
12.3 Each member of operational staff is responsible for maintaining accurate 
contemporaneous records and compiling data on contacts with clients/carers.
I
12.4 All confidential information wWch identifies individual mentally disordered offenders 
must be kept and used in conditions sufficiently secure to prevent access by anyone 
who IS not authorised to use it.
12.5 Such information may only be shared with the person(s) to whom it relates and with 
other appropriate agency(s) who have a professional interest.
- 6 -
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12.7 m e re  necessary, other specialist health services will be involved in formulating, 
implementing, monitoring and regularly reviewing care plans with clients and where 
possible, relatives / carers (see 5 .3 ).
1 2 . 8  When in the public interest, information from statutory agencies will be shared across 
agencies, to ensure that the care the mentally disordered offender receives is 
appropriate for their needs and does not jeopardise the safety of staf or others.
13.0 RELATIONSHIPS WITH OTHER AGENCIES
13.1 The Scheme will develop close inter-agency collaboration with the network of 
existing services used by Mentally Disordered Offenders.
13.2 The Scheme will liaise with Community Mental Health Teams when Mentally
Disordered Offenders are diverted to their area.
13.3 The Scheme will in due course extend its links to the Police.
14.0 COURT USERS
There will be regular consultations with all court users and referrers about the service offered 
by the Scheme to ensure services reflect local need.
15.0 MANAGEMENT AND STTPERVISION
15.1 Each member of operational staff funded by Scheme will have his/her own line
management and should have their own professional supervision, in accordance with 
their job description.
15.2 Each member of operational staff funded by Scheme will be responsible and 
accountable for their own individual work within their professional code of practice.
16.0 OPERATIONAL anm w
16.1 A multi agency group with representatives from all agencies will meet termly once 
the scheme is established to review the scheme and to agree any urgent amendments 
to the Operational Policy.
. r*® Operational Group is responsible for producing an annual report evaluating 
the effectiveness of the Scheme. The operational staff funded by Scheme in 
conjunction with the overall operational group, will produce any reports /  information 
requested by the Purchasers/Home Office.
17-0 m o n i t o r i n g  a n d  OTIALITY A.S.SIIRANGF,
'  ^  '  O m 2 t c W ^ "  produce reports for the Commissioning Health Authority or Home
Office including mimmum data set information and to meet an agreed specification.
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Appendix 3.2 Training information sheet used with the Metropohtan Pohce
NAME
Schizophrenia
Mania
MAIN PSYCHIATRIC DISORDERS
A GUIDE TO DETECTION
DESCRIPTION
May speak about delusions (false beliefs)
May be paranoid or believe people are persecuting them. 
This might be described as people following or watching 
the individual.
may be responding to auditory hallucinations ( hearing 
voices ).
May mention a type of medication known as a depot 
injection.
Could present as being very withdrawn, poor eye contact 
and communication.
Physical presentation may be unkempt.
May be confused with a drug-induced psychotic 
reaction.
Physically overactive / agitated. Very excitable.
Talking excessively often jumping from subject to 
subject without making much sense.
May believe that they are someone very important or 
powerful.
May become quite impulsive or disinhibited.
Can become irritable if beliefs are not agreed with or 
told to do something they perceive as being ‘below’ 
them.
Behaviour and dress may be bizarre.
Medication - may be Lithium Carbonate.
May be confused with amphetamine abuse.
Psychotic depression Extremely withdrawn, uncommunicative.
May be a high suicidal risk. Will require continual / 
frequent observation until suicidal ideas have ceased. 
Should be assessed for fitness to be detained.
Should be checked for dangerous items to minimise risk 
of self-harm.
Virtually no eye contact, slumped, closed body posture. 
Physical self-neglect, i.e. fluids, nutrition and 
appearance.
If conversant, content may be “I’m nothing” or “I’m 
worthless”.
Antidepressants / depot medication / Lithium Carbonate.
NAME
Reactive depression
Anxiety Disorders
Dementia
Learning disability
Sexual Disorders
DESCRIPTION
Usually associated with life stresses or traumatic events. 
Symptoms similar to psychotic depression but less 
pronounced. No perceptual disturbances.
May be a suicidal risk.
Phobia i.e. fear of closed spaces, fear of open spaces, 
fear of germ contamination, etc.
Obsessive Compulsive Disorder : very anxious if 
‘checks’ are not completed. Obsessional hand-washing, 
may have to carry out certain actions before completing 
a task.
Anxiety : will appear overly worried, tense, agitated, 
hand-wringing. May be fearful and communication may 
be negative in content.
Medication : Antidepressants, mild ‘tranquillisers’
Can affect the middle-aged as well as the elderly.
Person might be disorientated, i.e. not knowing where 
they are, where they live, the day of the week, or even 
the year.
Speech content may not be relevant to the situation, they 
might ramble or attempt to give answers to satisfy the 
questioner, even though they have no knowledge of what 
is being asked. The person might be distressed, tearful, 
or even child-like in behaviour and will NOT be acting 
like this deliberately.
Impoverished, incomplete, or interrupted intellectual 
development.
May appear to be quiet and unco-operative but it may be 
that they are unable to comprehend information.
Will need an Appropriate Adult.
People with a learning disability may act in a sexually 
inappropriate fashion. This is almost invariably due to a 
lack of appropriate knowledge rather than intentional 
behaviour.
This is where most people tend to check a handout first 
because they see the word SEX.
Please go back to page one !!!!!!!!!
Appendix 3.3 Audit questionnaire used for Police Training Workshops
Hounslow & Spelthome Community & Mental Health NHS Trust 
Mental Health Training for Metropolitan Police (Staines Division)
1. Do you feel that all of the aims set out at the beginning of each of 
the sessions were covered ?
YES / NO
2. Was there anything missed that you feel should have been 
included ?
YES / NO
3. What do you feel was most helpful ?.
What do you feel was least helpful ?.
4. Please rate the style of presentations (e.g. including materials used,
etc)
Very Poor Satisfactory  ^ Good Excellent
5. Any other comments
Thank you for completing this form
Section Four
Research Dossier
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A STUDY OF AGGRESSION 
EXPERtENCEn RY MENT AT, 
HEALTH WORKERS
112
ABSTRACT
The purpose of this study was to conduct a pilot to assist the development of scales 
which examine mental health workers’ experiences of aggression, both at work and 
outside work and which measures attitudes towards tolerating aggression in the 
workplace. A retrospective postal survey was used, which asked staff about their 
experiences of aggression between January and December, 1998. The survey achieved 
a response rate of 31%, or 74 survey responses out of a total sample o f237. Of 
particular interest, was the inclusion of a community mental health worker sample, 
previously largely neglected in the research of NHS staffs experiences of aggression. 
Given the low response rate, the representativeness of the respondent sample will 
receive comment.
Exploratory data analysis was used to identify trends in the survey data, to compare 
with that reported in the research literature, and to guide future research. Reliability 
analysis of the scales (using Cronbach’s model of internal consistency) produced alpha 
coefficients of between 0.79 and 0.98, suggesting acceptable reliability for the purposes 
of this study. Aggression was categorised according to ‘verbal aggression ’, ^physical 
aggression ‘non-verbal /  indirect aggression \  and damage to property ’.
Results indicated that being male, working in a hospital inpatient unit, and working 
with patients who have a history of violence or off^ding, were likely to be associated 
with h i^e r frequencies for all types of aggression. Unqualified staff experienced 
physical aggression more frequently than qualified staf^ but the overall prevalence of 
physical aggression was low, with 81% of responses to this category indicating that 
this had never been e?q)erienced in the period studied. Verbal aggression was extremely 
common both at work and outside work, but threats to harm or kill staff were far more 
prevalent at work. Support was not found for the concept of ‘tolerable aggression’ at 
work. There are, however, indications that staff may become habituated to aggression. 
Also, there is some suggestion that staff feel that they should be able to cope with 
aggression from patients. These results will contribute to the design of further research 
studies to consolidate the scale development, improve upon methodologies used, and 
may have relevance to friture staff training.
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INTRODUCTION
There is increasing acknowledgement and awareness that aggression and violence is a 
serious problem for those working in the National Health Service (NHS) (DHSS 
Advisoiy Committee on Violence to Staff 1988). It should be noted, however, just 
how pervasive aggression and violence are in most aspects of human life. As Breakwell 
(1989) commented in her book ‘Facing Physical Violence’ :
“fr is in the context o f a violent society that violence to the caring professions 
must be examined.'"'
There are, therefore, inherent risks in the provision of healthcare in a violent society. 
According to the Home Office, 8% or over 350 000 crimes involved violence, out of a 
total of over four and a half million crimes recorded in 1997 (Povey, Prime & Taylor, 
1998). Violence against the person accounts for more than 72% of all recorded violent 
crime. It should be noted that these figures are for recorded crimes or crimes reported 
to the Police and are almost certainly a considerable underestimate (Blackburn, 1995). 
The following table summarises notifiable offences recorded by the Police in England 
& Wales :
Table 1 Notifiable Offences in England and Wales
Offence Group 1996 1997
Violence against the person 229 300 253 100
Sexual offences 31400 33 500
Robbery 74 000 64 100
Total violent crime 344 800 350 700
Total property crime 4 636 000 4 184 400
Other notifiable offences 55 800 60 000
TOTAL ALL OFFENCES 5 036 600 4 595 100
(Povey, Prime & Taylor, 1998)
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Demographic characteristics of violent crime are similar to those for crime in general. 
For exarq)le, in 1988, 527 000 people were cautioned or found guilty of indictable 
offences in England & Wales, 85% of which were male and 47% of which were under 
the age of 21(Home Office, 1989). Restriction to solely violent offences is rare and the 
majority of offenders convicted for violence also have records of non-violent offending 
(Blackburn, 1995). The U.S. Department of Justice (1989) reported that 7.7 times 
more males than females were arrested for index crimes that were violent in nature.
The British Crime Survey for 1997 (Mirrlees-Black et al, 1998) provides much higher 
estimates of annual prevalence of violent crime than notifiable offences recorded by the 
Police, as it measures both reported and unreported crime via household surveys. For 
example the estimates for all crime in England and Wales in 1997 were 
4, 595, 100 recorded crimes (Povey, Prime & Taylor, 1998), whereas in the British 
Crime Survey for the same year the estimate is 16, 437, 000 , approximately four times 
as much. The following table shows the number of crimes estimated by the British 
Crime Survey in 1997 :
Table 2 Estimates of Crime from the British Crime Survey in 1997
Offence Group Total estimate of 
crimes
A ll violence 
Mugging 
Wounding 
Common assault 
Vandalism 
AU property theUs 
Total for all crime
3 381 000
390 000
714 000
2 276 000
2 917 000
10 134 000
16 437 000
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The British Crime Survey also tends to focus on victims of crime and has estimated 
that there were 3, 381, 000 violent incidents in 1997, including 714, 000 woundings, 
and 2, 276, 000 common assaults. The survey suggests that 20% (681 000) of the total 
for violent crimes are committed by strangers, but that 43% (1 462 000) involve 
acquaintances (i.e. someone known by the victim), with 25% (835 000) involving 
people in a domestic relationship, such as partners, ex-partners, or other household 
members. Six out of ten incidents of violence in 1997 were against men (2, 043, 000 in 
total) and although men aged between 16 and 24 made up only 5% of the overall 
sample (of 14 947 interviews), they experienced 25% of all incidents of violent crime 
for that year.
The Health and Safety Executive’s recent report into violence against NHS staff 
analysed statistics from the British Crime Survey, which indicated that healthcare 
workers are three times more at risk from work-related violence than the general 
population and nurses could be at five times higher risk (Health Services Advisory 
Committee, 1997). It is in this context that this study will be examimng the experiences 
of mental health workers in terms of the aggressive behaviours encountered with their 
patients, but also contrasting this with experiences of aggression in their everyday lives, 
when not at work.
It should be stressed, however, that the vast majority of psychiatric patients are not 
assaultative. Haller and Deluty (1 9 8 8 ) comment that there appears to be a small group 
of patients, perhaps 7 - 10% of the total patient population who display assaultative 
behaviour which gets recorded in either nursing or incident reports.
Kershaw and Renshaw (1998) reported that 291 patients were admitted to hospital 
under Home Office restrictions for reasons of violence against the person, in 1997, out 
of a total of 1074 restricted patients. Murder and other homicide among this 
population accounted for 125 patient admissions in that year. Notifiable offences for 
homicide (i.e. murder, manslaughter and infanticide) recorded by the Police are m the
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region of 0.2% of all violent crime in 1997 (or 701 offences out of a total of 350 700 
violent crimes) (Povey, Prime & Taylor, 1998).
It cannot be emphasised enough that the presence of synqitoms of mental disorder 
(such as paranoid delusions or imperative hallucinations) is rarely sufficient to account 
for an act of violence, and should be seen in terms of an interaction with personal, 
social, and situational factors (Blackburn, 1995). The requirement of nurses to work in 
close proximity with psychiatric patients, perhaps for prolonged periods of time, 
suggests that there may, however, be occupational risks of violence or aggression 
which merit further study.
The recent NHS Zero Tolerance campaign (Department of Health, 1999) has 
emphasised that one in seven of all reported injuries at work ia NHS Trusts are 
attributable to physical assaults by patients or visitors. Those who are clearly 
vulnerable to aggressive behaviour are nurses, abidance and accident & emergency 
staff and carers of psychologically disturbed patients.
There have been many studies of violence and aggression in psychiatric institutional 
settings (e.g. Fottrell, 1980 ; Haller & Deluty, 1988 ; James et al, 1990 ; Kho et al, 
1998), but very few have focused on aggression in community settings (Smith, 1994). 
This study hopes to begin to redress this imbalance in the literature on studies of 
aggression in psychiatric patients. Many of the previously mentioned studies have 
employed differing methodological approaches, particularly as there are significant 
differences in the definition of terms, the behaviours included, the collection of data, 
and sample differences (James et al, 1990). This study aims to contribute to the debate 
about methodological issues in researching this extremely important but complex field.
Additionally, studies of staffs experiences of aggression fiom patients have typically 
focused upon the emotional and psychological consequences to the staff (Wykes & 
Whittington, 1994 ; Shepherd, 1994) or how staff might more accurately predict the 
occurrence of aggression (Kho et al, 1998). These are, indeed, worthwhile causes.
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There are, however, very few studies which address the cognitive and attitudinal 
characteristics of staff (e.g. Apel & Bar-Tal, 1996) as a mediational factor either in 
terms of how staff continue to work with these inherent risks, or perhaps which 
influence the nature of the risk itself. It is this area that will form the latter part of this 
study.
LITERATURE REVIEW
Definition of Terms
Albert Bandura (1973) stated that to begin to study the problem of aggression in 
humans is to enter a ‘semantic jungle ’, meaning that there are many words within the 
English language that are unclear, imprecise, and used interchangeably. Blackburn 
(1995) refers to violence and aggression as being imprecise and value laden in their 
everyday use.
The definition of terms such as anger, aggression, violence, threat, and hostility seem 
crucial to the nature and emphasis of studies in this field. Many studies have differed in 
their definitions and use of terms (e.g. Rice et al, 1989 ; Norris, 1990), making direct 
comparisons difficult, and in some cases introducing methodological problems to the 
studies themselves.
Several authors have attempted to cut a path through this semantic jungle and produce 
clearer definitions of terms to facilitate research.
Breakwell (1989), for example, distinguishes between aggression and violence in the 
following way :
Aggression is typically defined by psychologists as any form of behaviour intended to 
do harm or injure someone else against his / her wishes. Intentionally harming someone 
else is not aggression if the injured party wanted it to happen. Aggression can also
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encompass psychological and emotional forms of harm. She states that belittlmg, 
cursing, shaming, frightening, or threatening can all constitute aggression, although 
these terms themselves can differ depending on how they are defined and 
operationalised.
Violence comprises those acts in which there is a deliberate attempt to inflict physical 
harm. Accidental harm does not constitute violence.
Breakwell also emphasises the need to differentiate between ‘instrumentaV and 
‘emotional’ (or angry ) forms of aggression. Instrumental aggression or violence is 
primarily the means towards an end or goal of some kind. Emotional or angry 
aggression is that where the aggressive act is the end in itseff it is not purposefiil 
except as a form of expression, which is purely at a psychological level, (i.e. it is not 
goal-directed).
There are similarities in Blackburn’s (1995) definitions. He defined aggression as 
behaviour in which the intended goal is harm or injury of another living being who is 
motivated to avoid it. This covers psychological as well as physical injury. Aggression 
may entail physical attack, verbal abuse, or passive obstruction. Violence is the 
forceful, and intended, infliction of physical injury on an unwilling victim. ‘Hostility’ , 
he suggests, denotes negative evaluations or attitudes of resentment, mistrust, or hate. 
He stresses that negative attitudes in themselves do not necessarily lead to attempts to 
injure, nor that all aggression has to entail hatred of the victim.
The DHSS Advisory Committee Report on ‘Violence to Staff (1988) included the 
following in their definition of violence :
severe verbal abuse or threat
serious or persistent harassment (including racial or sexual) 
threat with weapon 
major or minor injuries 
fatalities
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This report conjBrmed the difficulty in clearly operationalising terms and the confixsion 
that can arise from certain aspects of language or behaviour about what constitutes 
aggression. For example, gestures or swearing they cite as being particularly sensitive 
to context, meaning and interpretation, in whether they will be perceived as aggressive 
or not. As the examples of violence shown above have been proven to have use in 
research they were therefore included in the approach to a taxonomy of aggressive 
behaviour that wiU be discussed later in this study. It is also assumed that it is the 
perception of the individual receiving aggression that is of paramount importance.
Archer and Brown (1989) suggest that there is a flaw in making an assumption that 
aggression represents one or more logically distinct categories :
‘‘Aggression is a cognitive category with a clear centre and fuzzy edges : it 
consists o f a series offeatures which, when combined together, produce greater or 
lesser consensus as to whether the label aggression is appropriate."
The present study has attempted to restrict itself to determining clear and 
unambiguous definitions of aggression. It is the observable behaviour s that constitute 
aggression that have been of interest, leading to the taxonomic approach that has been 
employed in the method of this study. It was considered that some categorisation of 
aggressive behaviours (such as ‘verbal’ or ‘physical’ aggression) would also be 
required, in order to facilitate a common communication and understanding about the 
aggression experienced in the workplace. There is a clear need for research in this field 
to agree upon some standard terms and definitions, and it is hope that the present study 
could contribute to this ongoing debate.
Breakwell and Rowett (1989) suggest that the judgement of what is violent or 
aggressive will be influenced by such things as the perceived relationship between the 
reason for the act and the act itseff and an evaluation of the aggressor’s sense of 
responsibility for the act. Judgements about responsibility for the aggressive act and
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beliefs about the aggressor have particular relevance in this study, with its focus on 
mental health workers’ experiences. One of the main research areas for this study will 
be to explore the concept of whether there are certain attitudes or behefs about 
responsibiUty for an aggressive act, or an acceptance or even a tolerance of aggression, 
identifiable within a mental health worker cohort. If so, there may be certain beliefs and 
attitudes that facihtate being able to work in settings where risks from aggression are 
commonplace. There may also be considerable training imphcations if some of these 
attitudes can be measured and shown to have vahdity.
Incidence and Prevalence of Aggression and Violence in the NHS
It is not easy to determine if there is now more violence and aggression being 
experienced in the workplace than in previous years. Drummond et al (1989) found 
staff unwilling to report incidents as they beheved it would amount to an admission of 
professional failure, particularly if they work in an area where violence is uncommon. 
Staff fear being labelled by their colleagues as incompetent and / or they do not want 
their skills being called into question, or perhaps feel that colleagues would be 
unsympathetic and unsupportrve following an incident (Lanza, 1984). Breakwell 
(1989), however, considers that professionals are increasingly reporting more incidents, 
which makes aggression appear more frequent.
It has been suggested that an increased acceptability of reporting incidents, and indeed 
expectations to do so within health services, has led to seemingly increased incidence 
rates, although the lack of consistent and rehable data collection is still a problem It 
has been estimated that actual levels of violence toward health service staff may be five 
times greater than official levels due to under-reporting of incidents (Lion et al, 1981). 
It has been suggested that the highest incidence of assaults to staff occurs m psychiatric 
settings (Sheridan et al, 1990), although this may be more an artefact of the 
concentration of research in this area. It is, however, clear that injury to staff from 
assault is a major occupational risk (Carmel & Hunter, 1989)
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In the U.K, the Health Services Advisory Commission (1987) found that an average of 
one in ten employees have suffered minor injuries as a result of being assaulted by a 
patient, and also noted that the under-reporting of incidents was widespread. One of 
the most comprehensive studies of violence in the health services was conducted by the 
Health and Safety Executive (1986), where a survey of 5 000 health workers was 
conducted, with 3 000 ultimately responding. This survey defined four categories of 
violence :
injury requiring medical assistance 
injury requiring first aid 
violence involving a threat with a weapon 
violence involving verbal abuse
Responses indicated that 1 in 200 workers had suffered a major injury following violent 
assault during the preceding year. 1 in 10 had needed first aid, 1 in 20 threatened with 
knives, chairs, broken bottles, etc., and 1 in 6 had been threatened verbally.
The Nursing Times recently launched a 'Stamp out violence’ campaign (Nursing 
Times, Oct. 1998), with a survey of nurses experiences of aggression. There were 956 
responses to a postal survey of nurses, with the majority coming fi*om the NHS acute 
sector (53%) and the remainder from primary healthcare, residential homes, and 
psychiatry. The survey reported that 47% had been physically assaulted in the past 
year, with 85% experiencing verbal abuse. 67% said that verbal assault, e.g. shouting 
and swearing, was a firequent occurrence. Interestingly, 78% thought that attacks were 
‘bound to happen’ , accepting violence in the workplace as inevitable. Nine out often 
nurses carried on with their shift immediately after an attack, despite 88% needing 
medical treatment after a physical attack. The phrase ‘legitimate target’ was 
anecdotally reported by nurses in the survey in relation to what they perceived as their 
attackers views. This survey, although not methodologically rigorous, would appear to 
support the view that physical and verbal aggression against NHS stafi  ^and nurses in 
particular, is commonplace, and that staffhave a sense of inevitability about the 
occurrence of aggression.
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Noble and Rogers (1989) suggested that because nurses have the most daily contact 
with patients, they are by far the most commonly assaulted group of staff. Other 
studies such as Fottrell (1980) also support this view.
In September, 1998, the NHS Executive carried out a survey of sickness absence, 
accidents at work, and violence encountered at work, in 402 NHS Trusts in England 
(NHS Zero Tolerance Resource Pack, Department of Health, 1999). The main findings 
of this survey were that, on average, seven violent incidents were recorded each month 
per 1000 staff. This is equivalent to approximately 65 000 violent incidents against 
NHS staff per year. The rates of recorded violent incidents were highest overall for 
mental health and learning disability Trusts. Nursing staff were also more than twice as 
likely to be involved in a violent incident compared with any other staff group. As a 
result of the NHS Zero Tolerance campaign, a national target has been set for reducing 
incidents of violence against NHS staff by 30% by the year 2003.
The Nature of Patient Aggression
The NHS has over 1 million staff working for 200 autonomous Health Authorities and 
Special Health Authorities, in 2500 hospitals, other premises and in the community 
(DHS Advisory Committee, 1988). The concept o f ‘Care in the Community’ (for more 
information see Griffiths, 1988 ; DHSS, 1989) has brought with it the consequence of 
closure for many of the larger psychiatric hospitals. This was intended as an ideological 
and economic refocusing of mental health resources, rather than reflecting a declining 
need for such services. The emphasis has been for professional mental health workers 
to be involved in the care of people with mental health problems, but who increasingly 
have both severe and / or enduring problems, in community settings. Allied to this has 
been increased attention toward providing services that are flexible and aimed at 
meeting the needs of the users. But, as Leary et al (1995) conclude, much occupational
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research has concentrated on hospital-based services and not on community-based 
provision.
There have been numerous surveys of violence within institutional psychiatric care, 
many of which have had small sample sizes and been carried out in individual hospitals. 
Whittington (1994) reviewed 15 such studies, which indicated that only a small number 
of patients were violent and that they contributed to the majority of violent incidents 
recorded. These patients were often diagnosed as suffering ftrom schizophrenia and the 
staff-patient interactions were often the triggering event for a violent incident. Mantino 
and Musingo (1985) studied experiences of assault in a Florida State psychiatric 
hospital, in the U.S. They found that out of 31 staff in receipt of aggression control 
training, only one was assaulted and did not sustain injury. Out of the 65 untrained 
stafi  ^however, 24 were assaulted and 19 were injured, thereby supporting the view 
that equipping staff with the skills and knowledge necessary for detecting and diffiising 
potentially violent and imminently violent behaviour can be effective. This aspect was 
considered to be a worthwhile factor to check within the current study, as both clinical 
experience and relevant training may serve to protect staff from physical aggression, or 
prevent situations escalating to ftirther aggression.
Pearson et al (1986) conducted a retrospective analysis of violent incident forms over a 
one-year period in an inpatient psychiatric facility. They found 283 incidents involving 
144 patients, almost all of which were ‘petty’ and not leading to lasting injury (69.6% 
no visible injury, 29.0% minor injuries such as superficial cuts and bruises). The 
aggressive patients in their sample were more likely to be male, under 45 years old, and 
have a diagnosis of schizophrenia. This study did not report on the characteristics of 
the staff population which would have been relevant. The authors did, however, 
acknowledge the methodological issue of questionable reliability of reporting in such a 
retrospective study, and that thresholds and definitions for reporting violent incidents 
would differ. Another study by Noble (1997) re-emphasised that the majority of 
inpatient violence is both minor and repetitive. He also emphasised that the patients 
presenting a significantly increased risk for assault are easily identifiable by a past
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history of violence or aggression. This assumption will be checked by the current 
study.
Patient characteristics potentially informing predictors of violence or aggression have 
been researched (e.g. Kho et al, 1998). Staff characteristics, however, such as role, 
training, experience, beliefs, cognitions and attitudes, have drawn little attention in the 
research literature despite the enormous benefits this could bring in terms of training 
staff to manage or minimise patient aggression.
There have also been very few studies to date which have focused on community 
mental health workers experiences of aggression. Smith (1994) found that Community 
Psychiatric Nurses (CPNs) experienced higher levels of verbal and physical aggression 
than a sample of Counselling Psychologists. This is not surprising, given the clear 
differences in cases seen, types of clinical problems encountered, and the differences in 
role and responsibilities. Interestingly, CPNs did not show improved levels of 
confidence in dealing with violence or aggression, despite longer average work 
experience. His study also focused on different types of aggression and a summary of 
his findings relating to Community Psychiatric Nurses can be summarised as follows :
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Table 3 Frequencies of Types of Aggression Encountered by Community 
Psychiatric Nurses (Smith, 1994)
Type of aggression Number of times 
experienced
Percentage of 
occurrence in 
CPN population 
studied
Physical aggression towards the body 1-5 57.2
> 6 33.3
Physical aggression towards property 1-5 52.3
> 6 42.8
Verbal abuse 1-5 20.0
> 6 80.0
Verbal aggression 1-5 29.1
> 6 71.4
Verbal abuse and verbal aggression are clearly very common occurrences, but the 
frequencies for physical aggression towards the person are also high. This emphasises 
some of the risks inherent in nursing people with mental health problems in the 
community.
An article by David Morning, Community Psychiatric Nurse (Nursing Standard, 1994) 
illustrates the risks involved for community mental health workers :
predominant working practice o f a CPNfocuses on the one-to-one 
approach in a community setting. The most common location for these interventions is 
in individual’s homes throughout respective catchment areas. The nature o f the work 
involves CPNs nursing in isolated situations, both geographically and personally T
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The potential for aggression to occur while working in such isolated circumstances 
with a vulnerable and perhaps disturbed client group is clear. This has, however, 
received little attention in the research literature and part of the aim of this study was 
to begin the process of addressing this by surveying community psychiatric nurses’ 
experiences of aggression and making comparisons with the experiences of nurses 
working in psychiatric inpatient settings. One might expect the type, frequency, and 
severity of physical aggression to be higher in the inpatient setting, but it is not clear 
whether other forms of aggression, such as verbal aggression would vary. Clearly, 
there are methodological issues involved m making such comparisons, which will be 
addressed later.
The Role of Attitudes and Beliefs
The recent Nursing Times survey of almost 1000 nurses (Nursing Times, Oct. 1998) 
explored nurses attributions about violence from patients by posing the question : 
"What is the single biggest contributory factor in violence to NHS sta ff ? \ with the 
following results :
29% society more generally aggressive
18% alcohol
18% mental health problem
14% frustration at delays
12% confiised older people
11% drug misuse
11% anxiety / fear
These results are interesting in that the majority of respondents place aggression in the 
context of a more aggressive society generally, and more prevalent diug and alcohol 
use, rather than the responsibility of individual perpetrators or of individual 
characteristics. These attributions will briefly be explored in the present study in due 
course.
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Breakwell (1989) comments on the notion of tolerable aggression as follows :
""Caring professions hold values which accept that a certain amount o f 
aggression is to be expected from those in their care. Patients can become abusive, 
truculent, and physically dangerous. The point is that dealing with such aggression or 
violence has been regarded as an integral part o f the carer’s job.’’
The importance of the belief system of staff working in caring professions has received 
little attention in the research literature. There is a possibility that certain beliefs lead to 
staff placing themselves at greater risk of violence, particularly in the areas of what 
they consider to be their responsibility or duty, and what they think is expected of 
them.
Wykes and Whittington (1994) in their study of post-traumatic stress in health 
workers, also comment on the potentially deleterious effects of such beliefs :
(i) the ethos of carers that they should be able to handle powerful emotions, a 
potential for denial of the effects of assault and, therefore, the potential for post- 
traumatic stress reactions ; and
(ii) that tolerance of violence and aggression in the workplace leads to the 
assumption that it is all part of the job, and that they ought not to be seen making a 
fiiss.
It, therefore, seems plausible that the beliefs and attributions of mental health workers 
will be important in deterrnining or judging what degree of risk they will allow 
themselves to be exposed to, and what psychological and emotional consequences 
there may be if aggression is encountered.
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It is clear that violence can not be e^glained conq)letely by patient characteristics alone. 
The evidence, however, for a connection between staff* attitudes and patient assaults is 
lacking, according to Ray and Subich (1998).
There have been relatively few studies which have researched the attitudes of staff in 
clinical settings using a similar approach to the present study, either in general terms or 
specifically related to aggression . One notable exception was that of 
Kinseller & Challoner (1995) who studied nurses attitudes towards treatment and 
treatment orientation, and acknowledged that there have been no large scale qualitative 
studies in this field. Although this was of little direct relevance to the current study of 
aggression, the kinds of factors they examined in relation to a study of attitudes were 
considered to be important to review. Their main finding was that of an age difference, 
in that they suggested that older nurses tended to be more conservative in their 
attitudes than younger colleagues, but no significant correlations existed for ‘time in 
post’, ‘length of nursing experience’, or ‘past / current education’ and attitude towards 
treatment. These factors relating to age, post-qualification experience, and length of 
experience with the current client group were also considered to be important to 
explore in the current study in relation to attitudes towards aggression in the 
workplace, towards discussing aggression with peers, or recording incidents formally. 
A similar approach was therefore adopted.
Methodological Issues in Studies of Patient Aggression
There are major methodological issues in terms of studies in this field using different 
experimental designs and methods of measurement. For example, different sources of 
information on violent behaviour or different definitions of violence or aggression are 
used. Studies may ofl;en, therefore, reach discrepant conclusions about the amount and 
correlates of violence or aggression (Bridges & Weis, 1985 ; Hindlegang et al, 1981). 
It is perhaps the multidisciplinary nature of research in this field that may in part be
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responsible for differences in methodology and research design. There is often a focus 
on different types of behaviour, using different sources ofioformation on violence, 
different sampling units, and differing techniques used in data analysis (Bridges &
Weis, 1989). Although there is a wealth of research into violence in healthcare, 
particularly in institutional settings, direct comparisons between research findings 
cannot always be made easily. The small scale nature of many studies also contributes 
to these differences and ideally larger-scale research in a number of settings, and across 
wider geographic boundaries, utilising standardised approaches, would be of benefit to 
research in this field. Although the present study is small scale and therefore open to 
the same methodological criticisms as many other studies, it does attempt to use 
standard and widely used terms and operational definitions, and cover as broad a range 
of settings and geographical locations as possible.
One major flaw of retrospective studies is under-repoiting (Walker & Seifert, 1994). 
The under-reporting of incidents through official channels, such as incident report 
forms, is extremely common and therefore leads to unreliable information (DHSS 
Advisory Committee, 1988). There have been various reasons for this, including some 
of the cognitive or attitudinal factors cited above :
(i) Tt’s just part of the job’
There is reluctance to report incidents where clients are considered not to be 
responsible for their actions due to stress, mental disorder, or the precipitating 
influence of alcohol, drugs, or solvent misuse. Staff may report cases of physical injury, 
but not verbal aggressive outbursts.
(ii) Attitudes of the police or courts
There is anecdotal evidence to suggest that aggression is to be expected in mental 
health work, with reluctance to charge or prosecute at times. This would, however, 
very much depend on local circumstances and the degree of liaison with the Police.
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(iii) Pressure of work
Minor incidents can be thought of as being of secondary importance, particularly when 
the associated paperwork is considered too time-consuming or cumbersome.
(iv) Guilt / embarrassment
This is potentially a natural psychological response, but also staff may suffer feelings of 
guilt at losing control of the situation. They may suspect or fear that managers or peers 
will regard their involvement in an untoward incident as contributory or unprofessional.
(v) Perceived lack of sympathy or help from managers / peers
Staff may not be aware of the available support, particularly in areas of high turnover 
of staff and where agency or casual staff are used.
(vi) Fear of reprisal if legal action is taken
For example, threatening phone calls to the victim and/or family or damage to property 
or possessions by the assailant or a third party.
(vii) Misunderstanding or ignorance about the value of reporting
The examples given include unclear guidelines, misconception, differing perception of 
tolerance of less serious violence, assumed management indifference or ineffective 
feedback.
(viii) The possible reluctance to report incidents between clients in which staff had 
tried to act as a mediator.
(DHSS Advisory Committee, 1988)
There are, therefore, a number of reasons why rehance on formal risk event forms for 
a study of this nature would be unreliable. Whitington and Wykes (1992) considered 
that their survey and interview of 24 subjects in a psychiatric inpatient facility had 
greater accuracy through not relying upon official report forms. The present study
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adopted a similar stance, although some effort was made to obtain official risk event 
statistics, so that comparisons could be made with survey data.
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AIMS OF THE PRESENT STUDY
The current study is an exploratory one which seeks :
1. to pilot a scale designed to measure the frequency and type of aggression 
experienced by mental health workers,
2. to survey mental health workers’ experiences of aggression, with particular 
reference to community versus inpatient / hospital clinical settings,
3. to explore the concept of acceptance and / or tolerance of aggression perpetrated by 
patients, by piloting a scale which explores these attitudes and beliefs within a 
sample of mental health workers.
No research hypotheses wiU be offered as this study is concerned with piloting
measures as described above, and adopting an exploratory approach to data analysis.
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METHOD
Rationale
Risk event records, such as incident reports, tend to collect data in gross categories 
such as physical or verbal violence or abuse. They do not typically require detailed 
information about the nature of the aggressive experience other than the consequences 
to the victim, such as type of injury. The poor reliability of these records, particularly 
with regard to missing or incomplete data is well understood, yet many studies persist 
in using this approach to data collection regarding aggression experienced by staff 
(e.g. Infantino & Musingo, 1985 ; Noble & Rodger, 1989 ; James et al, 1990). It was, 
therefore, considered necessary to develop a scale that would capture more detailed 
information regarding the type of aggression encountered, both as a behavioural 
description and as categorical information that would fit with the categories commonly 
used in other studies. As the issue of what constitutes aggressive behaviour or 
experience has tremendous potential to become vague and open to interpretation, it 
was clear that a taxonomy of aggressive behaviours with clearly and operationally 
defined terms would be required.
As postal survey methods were employed in this study, an evaluation of advantages 
and disadvantages of this method in comparison with other methods of data collection, 
such as structured interview, will now be considered :
Advantages and disadvantages o f postal survey methods
The main advantage to using this approach in the current study was concerned with 
completeness and representativeness of the original total survey sample. All 
permanently employed nursing staf^ both trained and untrained, working within 
Portsmouth Healthcare NHS Trust in both commumty and inpatient settings were 
contacted to be included in this study. This would not have been feasible if alternative 
methods, such as interviews, had been employed. It is acknowledged, however that it
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would have been possible to employ sampling methods in order to achieve satisfactory 
representativeness within the total sample.
It was considered that postal survey methods are the least intrusive in terms of 
interrupting colleagues’ working day. Postal surveys can be completed at the 
respondent’s convenience, thereby attending to the organisational needs of mental 
health services not to disrupt work activities or to keep this to a minimnm M  
discussion with mental health service managers, this had been a concern that had been 
expressed.
A ftuther advantage of postal survey methods is that they avoid the potential for 
interviewer bias. This is when an interviewer’s behaviours, questions or recording 
procedures yield data that are more consistent with the interviewer’s own personal 
beliefs, and therefore do not constitute an accurate record of participant’s responses 
(Schweigert, 1994). There is also a problem of this type of bias being introduced when 
the interviewer is also the researcher, and this may therefore lead to a lack of 
objectivity, even if this occurs in very subtle ways rather than being directly evident.
Finally, postal surveys have an advantage over telephone surveys or personal 
interviews in their appropriateness for collecting potentially sensitive information or 
that which participants may not wish to disclose directly to another individual. The 
reporting of aggression is particularly sensitive to this issue among health service staff, 
as highlighted by the DHSS Advisory Committee in 1988, and concerns issues of guilt 
or embarrassment, or the fear of adverse consequences from colleagues or managers. 
With a postal survey, therefore, a participant can more readily believe that his or her 
responses are anonymous when no one is present recording the information.
Assurances to this effect were given in this study.
Some studies of aggression (e.g. Whittington & Wykes, 1992) have opted for a 
structured interview for data collection regarding staffs experiences of aggression. The 
advantage of this approach is to achieve a higher response rate and therefore the
135
potential for greater generalisation from results. It could, however, be argued that, as 
suggested above, participants’ willingness to reliably disclose experiences of aggression 
to another individual may be inhibited in comparison to anonymous reporting via a 
questionnaire. There are also issues of interviewer bias commented upon earlier. Other 
studies have established prospective designs (e.g. Kho et al, 1998), id e n ti^ g  
instances of aggression as they occur. The prospective design is preferable, but has 
considerable cost in terms of staff time. Non-physical forms of aggression are also 
typically identified and recorded unreliably, as iu the case of risk event or incident 
forms staff are obliged to complete throughout the course of their normal duties 
following an incident of violence or injury at work.
The major disadvantage of postal survey methods concerns response rate. Typically, if 
a postal survey is sent out only once, the researcher can expect that approximately 30% 
of questionnaires will be completed and returned (Schweigert, 1994). Clearly, this may 
represent a proportion of the overall sample with certain characteristics and thereby 
increasing the potential for bias to be introduced. Thus, the respondents may not be 
representative of the study population, even if the original sample was. Erdos (1983) 
suggested that a minimum acceptable percentage of responses is 50% in postal surveys, 
in order to achieve more generalisable conclusions from results obtained. Surveys 
yielding response rates of less than 50%, therefore, need to demonstrate that non­
responders and responders have similar characteristics, or that the respondent sample 
truly reflects the characteristics of the study population. This issue wiU be discussed in 
depth regarding the original overall sample for the present study and the total 
respondent sample.
The retrospective approach and postal survey methods used with this study clearly 
have some flaws, but given that it was intended for this study to function as a pilot for 
the design of a larger and more thorough future study, these were tolerated. In order to 
obtain cooperation for staff to spend considerable time participating in even useful and 
applied research requires considerable organisational support within the NHS. These 
tune pressures must be considered realistically when completing research of this nature.
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For this reason the survey had to ensure that it was relatively quick to complete. The 
postal survey method was considered to be preferable as it allows anonymity and 
confidentiality for respondents, although inevitably there are recall problems associated 
with such a retrospective study. The scale used to estimate firequencies for specific 
aggressive behaviours was sufficiently detailed and a defined time-scale used, so it was 
hoped that this would act as a prompt to assist with accurate recall.
The attempt to create a new scale for measurement of experiences of aggression was 
therefore considered to be essential together with the piloting of this measure and an 
initial review of its psychometric properties. A postal survey was opted for on the 
grounds that it was the most time-effective and least intrusive approach to sample 
staffs experiences of aggression from a variety of locations and settings.
Ethical considerations
Minimal alterations to the study were suggested by the Portsmouth and South-East 
Hampshire Health Authority Ethics Committee, and by Portsmouth Healthcare Trust 
Mental Health Service Management. The latter, however, suggested that it should be 
made clear that the study was not being conducted directly on behalf of Portsmouth 
Healthcare NHS Trust, and therefore this was emphasised in the covering letter to 
participants. Any relevant correspondence is included in Appendix 4.1 .
Design
Initially, the new ‘experiences of aggression’ scales and attitude scale were piloted on a 
small number of professional colleagues.
A cross-sectional survey of staffs’ experiences of aggression both at work with 
patients, and away from work, was then conducted. A retrospective approach for the 
time period 1st January, 1998, to 31st December, 1998, was used. Data gathering took 
place in the months of January and February, 1999.
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A postal survey was used to ensure anonymity and confidentiality for respondents, and 
to enable a variety of psychiatric settings to be included in the overall sample.
Measures
New scales were devised specifically for the purposes of this study, to examine in detail 
the nature and firequency of aggression e?q)erienced by nursing staff together with the 
exploration of attitudes about that aggression. A description of the scale, together with 
the process of piloting and development, will be outlined below.
Process of development
The aggression and attitude scales were formed by a repetitive process of small-scale 
piloting and evaluation, with modifications made accordingly.
1. Pilot phase one
An initial item pool was constructed Jfiom the following sources :
a review of the literature on aggression, its measurement, and 
particularly in relation to incident recording in the NHS 
consultation with colleagues
a review of local arrangements for incident reporting, i.e. what is 
recorded, under which categories
As a result a potential item list was constructed, as seen in Table 4, containing 50 
aggressive behaviours. Each of these items was then written onto a separate card and 
three Psychologist colleagues were asked to sort these cards into the following 
categories :
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Indirect aggression 
Threatening behaviour 
Verbal aggression 
Physical aggression 
Damage to property 
Non-verbal aggression 
Blocked escape
139
Table 4 Initial aggression scale item list
Swearing Cursing Belittling
Use of frightening language Delivering ultimatums Sexual or racist comments
Derogatory comments
Punch Push / shove Scratch
Poke with hand / finger Slap Chop with hand
Hair pull Touch in a sexual way Attempt to grab clothing
Attack with weapon (threat Use ofknee Attempt to grab body
to life) Kick Strangulation attempt
Blocking escape - physical
methods only Attack with weapon (no Throwing liquid at you
Destruction / defacing the threat to life)
environment Blocking escape - verbal Gestures
Damage to personal and physical methods used
possessions Deliberate urination / Silent hostility
Damage to smaller items in defaecation
the environment Dehberate time wasting Invasion of personal space
Direat of other unpleasant
consequences Slamming doors / objects Blocking escape - verbal
Threat with weapon methods only
Aggressive quality of Provocative non-
Threat to staffs significant speech compliance
other Threat without weapon Hostile staring / eye
Threat of harm but not contact
specified Threat of self-harm Specific threat to kiU
Threat to patient’s Threat of other illegal act Non-specific threat to kill
significant other
Hostage taking Thr eat of specific harm
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The raters were asked to highlight (by sorting into two card piles for each category) 
which items clearly belonged to a single category, and which items were more 
ambiguous and could therefore not be placed within a single category. The results of 
this exercise are commented upon briefly below :
All three raters achieved conq)lete agreement for categorisation of items into the same 
category for 25 items out of a total of 50 items (i.e. 50%). Complete agreement was 
achieved between two raters for a further 13 out of the 50 total items (26%). 
Individual raters who were able to categorise the items unambiguously accounted for a 
further 9 out of the 50 total items. There were, therefore, three ambiguous items 
remaining (3/50), i.e. items which raters could not place into a single category. These 
were ‘deliberate self-harm’ which was later changed to ‘threat of self-harm’, ‘hostage- 
taking’ which was considered relevant enough to carry over to the next pilot phase, 
and ‘cursing’ which was dropped from the item list for the aggression scales as it 
proved very difficult to clearly define and was less distinguishable from other scale 
items such as ‘swearing’.
2. Pilot phase two
For sinq)licity and ease of comprehension, it was decided to collapse the seven 
categories from this card sort into the following four, which are also more comparable 
to the broad categories used in incident reporting. These categories, therefore, have 
both face and construct validation. The new categories were :
Verbal aggression
Physical aggression
Indirect and / or non-verbal aggression
Damage to property
Raters had commented that the hardest distinction to make was between non-verbal 
and indirect aggression. Although these constructs may be valid as separate entities.
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this was clearly not going to be straightforward to convey in a simple questionnaire. 
There was, therefore, considerable doubt that these two categories could be 
distinguished reliably and so the two categories were merged. Scale items relating to 
‘threatening behaviour’ and ‘blocked escape’ were also subsumed under different 
category headings, typically verbal and non-verbal aggression. ‘Damage to property’ 
was retained as a separate category, as it was considered to be important to 
differentiate between aggression towards the person and aggression towards the 
environment. Although this distinction could be viewed as arbitrary, since damage to 
the environment can be an indirect form of aggression towards a person, it was 
considered to be helpful for data analysis and exploration to retain. As wUl be seen 
later, this category did not adversely affect the internal consistency and reliability of the 
developed scales.
The glossary of terms relating to aggression scale items was also constructed at this 
stage by reference to the concise and fiiU versions of the Oxford English Dictionary. 
The intention was to ensure that terms and their definitions would be as clear as 
possible to participants. It was considered essential to have clearly operationalised 
terms to assist with reliability of participants’ reporting of experiences of aggression in 
the following pilot studies. A copy of this glossary can be found in Appendix 4.4.
A similar list of items for the attitude scale was constructed firom a review of the 
literature relating to the concept of the tolerance or acceptance of aggression in the 
workplace, and anecdotally fi"om discussion with nursing colleagues. The intention was 
to develop a single scale with items broadly relating to the concept o f ‘tolerable 
aggression’ or aggression considered by staff to be an integral part of their work.
A pilot questionnaire was then constructed (see Appendix 4.2) with the following 
sections :
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(i) Raters were asked to identify which category o f aggression (i.e. verbal, 
physical, non-verbal /  indirect, or damage to property) each scale item listed belonged 
t o .
(ii) The glossary of terms corresponding to scale items was rated for
(a) accuracy, using a Likert scale
0 = not at all accurate 
1= slightly accurate 
2 -  moderately accurate 
3= very accurate 
4= extremely accurate
(b) clarity, using a similar Likert scale
0= not at all clear 
1= shghtly clear 
2= moderately clear 
3= very clear 
4= extremely clear
(iii) Attitude scale items were rated for
(a) clarity, using a Likert scale
0= not at aU clear 
1= slightly clear 
2= moderately clear 
3= very clear 
4= extremely clear
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(b) how relevant items were in the study o f staffs attitudes towards patient
aggression or violence, using the following Likert scale
0= not at all relevant 
1= slightly relevant 
2= moderately relevant 
3= very relevant 
4= extremely relevant
(iv) Raters were also asked to suggest any statements which ought to have been 
included in the attitude scale. This was achieved via an open question at the end of this 
pilot questionnaire.
Four raters who were multidisciplinary team colleagues from a community mental 
health team completed this pilot questionnaire. These were different colleagues to the 
three who had participated with the card sort, commented on earlier. Their professions 
were one Clinical Psychologist, one Psychology Assistant, one Occupational Therapist, 
and one Nurse Behaviour Therapist. The researcher of the present study also predicted 
which category of aggression (i.e. verbal, physical, non-verbal / indirect, and damage to 
property) items were anticipated to belong to, with the intention that this would be 
compared to the mode for item categorisation between the four raters.
The results of this pilot phase will now be discussed.
In terms of the aggression scales, the agreement between the author’s predicted 
categorisations and the mode for item categorisation between the four raters was 94% 
(45/48). This enabled the next draft of the aggression scales to be constructed for the 
next pilot phase.
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89% (16/18) of ratings for clarity of attitude scale items (using the mode between all 
four raters) were categorised as ‘very clear’ or ‘extremely clear’ in terms of clarity of 
question and ease of comprehension. The modal scores corresponding to ratings of the 
relevance of attitude scale items to the “study o f staffs attitudes towards patient 
aggression /  violence ” were as follows :
Not at aU relevant = 0 
Slightly relevant = 2 
Moderately relevant =8 
Very relevant =2
Extremely relevant =3
Three modal scores could not be calculated due to the variation in the range of ratings.
The two attitude scale items that were rated as ‘slightly relevant’ were
Q4. Many physical acts of aggression are not serious enough to be recorded.
Q8. In general, I don’t discuss incidents of physical aggression with colleagues.
Prior to the next pilot phase some of the wording of attitude scale items was made 
clearer. For exanq)le, "don 7’ in Q8 cited above became "do not \
Q4 became "Many physical acts o f aggression are rarely serious enough to be 
recorded’. It was, however, considered that the attitude scales would require fiirther 
piloting before any significant alterations would be made.
3. Pilot phase three
A third pilot phase was conducted with eleven multidisciplinary team colleagues, again 
who were community mental health team staff. These were different individuals to 
those who had participated in the first two pilot phases. The composition of this sample 
in terms of profession will be commented upon in due course. A 100% response rate 
was achieved. At this stage, the main study was planned to be conducted using 
participant colleagues from a number of professions and disciplines, i.e. on a 
multidisciplinary basis. A decision was made later to only focus on trained and
145
untrained nursing stafif in order to achieve a more cohesive and representative total 
sample. This third phot phase was also conducted in a different geographic area, 
namely Ashford in Middlesex, than that of the main study (Portsmouth and South-East 
Hampshire). This pilot phase was, therefore, not conducted on a sample with similar 
characteristics to the main study sample. It is possible that this may have led to a lower 
response rate from untrained nursing staf^ which will be commented upon later in this 
study, perhaps due to the task being too complex or lengthy to achieve more 
cooperation from this sub-group. No feedback, however, indicated that participants in 
this pilot phase had any difficulties with the useability of the scales or glossary of terms.
The results for this pilot phase were as follows.
All respondents to this pilot phase were community-based and out of the 11, four were 
Psychology colleagues, four were Nurses, two were Social Workers, and one was an 
Occupational Therapist. The ratio of males to females was approximately one to three 
(or 27.3% and 72.2% respectively). 45.5% (5/11) had received training in the 
management of aggression, 54.5% (6/11) reported receiving no training.
The mean age of this sample was 36 (s.d = 11), with the mean number of years post­
qualification experience being 5.45 (s.d. = 6.7) and the mean number of years 
experience with the current client group being 5.0 (s.d. = 7.2). The mean number of 
former offenders on their caseloads was 2.27 (s.d. = 3.77) and the mean number of 
patients with a history of violence on their caseloads was 1.73 ( s.d. = 2.65).
A reliabihty analysis (using Cronabach’s model of intemal consistency) conducted 
using the 11 initial pilot study response indicated reliability coefficients as foUows :
Patient-related aggression scale Alpha = 0.97 Standardised item alpha = 0.97
Non-patient-related aggression Alpha = 0.85 Standardised item alpha = 0.89
scale
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This suggested that the two scales had a good degree of scale reliability, therefore a 
gitnilflr item content and structure was used for the main pilot study. As the scale for 
measuring attitudes relating to aggression was altered significantly, a reliability analysis 
was not conducted for this scale at this stage.
For this phot phase, the mode statistic was used as the measure of central tendency for 
aggiession scale items and categories, this revealed that very low frequencies for all 
types of aggression were found within this small pilot sample. In fact, most items 
returned a mode of 0, indicating that ‘never experienced’ was the most common 
response. Exceptions to this were:
(i) For the patient-related aggression scale:
‘swearing’ which returned a mode of 4 (equivalent to being experienced greater than 
ten times,
‘threat of self-harm’ ; mode = 2 (equivalent to being experienced 3-5 times by most 
repondents), and
‘aggressive quality of speech - such as raised voice or harsh tone’ ; mode = 2 
(i.e. experienced 3-5 times)
(ii) For the non-patient related aggression scale:
‘swearing’ ; mode = 1 ( equivalent to being experienced 1-2 times by most 
respondents)
‘gestures’ ; mode = 1 ( i.e. experienced 1-2 times)
These results tentatively suggested that the overall frequency for all types of aggression 
experienced were low in this community sample. The main form of aggression 
experienced with patients in general appeared to be verbal forms of aggression. Clearly, 
however, there were sample differences between this pilot phase and the sample 
intended to be used for the main pilot study. The comparisons between aggression 
experienced at work and away from work were retained, and it was considered
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appropriate to conq)are a community-based sample with a sanq)le comprising hospital- 
based staff.
No results relating to the attitude scale will be commented on here, as that used in the 
mam study differed significantly from that used in the initial pilot phase, and will be 
discussed later.
As a result of this third pilot phase some minor alterations were made to the final 
questionnaire draft prior to use in the main study, which can be viewed in Appendix 
4.4 . The timing to complete the postal questionnaire was thought to be approximately 
20 minutes, although some participants may have taken longer depending on the degree 
of reference to the glossary of terms.
(i) The demographic information section
Minor alterations were made to this section. The patient diagnosis section had 
originally been included to check that people who were working within adult 
mental health were working with patients with at least similar diagnoses. This 
was considered to be more relevant for a sanq)le comprising several different 
professional groups, but for the main study focusing on nursing staff only, the 
variation in patient diagnosis was not expected to be very high within the same 
settings. (This item was, therefore, going to be removed from the final 
questionnaire draft but due to a printing error was included by mistake in the 
final questionnaire version. It was, therefore, not used in any data analysis.)
(ii) The experiences o f aggression scales
These scale items remained unchanged, with the exception of the addition of 
the physical aggression item of ‘head butt’ that had been omitted from previous 
versions.
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(in) The attitude scales
The third phase pilot employed a version of the attitude scale which used a 
forced choice scale, i.e. it did not have a ""don't know ’ or "'can't say ’ category. 
In this version the following scale was used :
0= strongly disagree 
1= moderately disagree 
2= slightly disagree 
3= slightly agree 
4= moderately agree 
5= strongly agree
Following this phot phase, it was considered more appropriate to use a more 
compact scale and one which included a ‘cûrw't say ’ category. The scale used in 
the final version was as follows :
1= strongly disagree 
2= disagree 
3= can’t say 
4= agree 
5= strongly agree
It was decided that the attitude scale items would remain unchanged until more 
data could be collected via the main phot study using a larger sample.
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4. Materials fo r the main study 
Description o f the Draft o f the Survey Questionnaire
A copy of the final drafl; for the survey questionnaire can be found in Appendix 4.4 .
It consists of four sections : a fi*ont sheet for recording demographic, professional, and 
patient-related information ; a scale for estimating fi*equencies and types of aggression 
experienced with patients ; a scale for estimating fi*equencies and types of aggression 
experienced away fi*om work and not with patients ; an attitude questionnaire regarding 
‘tolerable aggression’ and associated beliefs, such as the expectation of encountering 
aggression at work.
Description o f aggression scales and attitude questionnaire
As stated above a full version of the survey questionnaire used in the study is located in 
Appendix 4.4. The scales for patient-related aggression and aggression experienced 
away from work and not with patients contained the following categories and 
corresponding items :
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Table 5 Aggression sub-scale items
Verbal aggression Physical aggression
Swearing
Behtthng
Use of frightening / threatening language 
Delivering ultimatums 
Sexual, racial, ageist comments 
Derogatory comments, e.g. on personal 
appearance, weight, facial features, etc. 
Specific threat to kiU 
Non-specific threat to kill 
Threat of specific harm 
Threat of harm but not specified 
Threat of other unpleasant consequences 
Threat to staffs significant other (family) 
Threat to patient’s significant other  ^
Threat of self-harm
Blocking you escape with verbal methods 
only
Threat of other illegal act
Pushing / shoving
Scratch
Punch
Slap
Chop with hand
Touching in a sexual / inappropriate 
way
Poke with hand / finger 
Use ofknee
Attempt to grab clothing 
Attempt to grab body 
Hair pull 
Kick
Strangulation attempt
Attack with weapon (threat to life)
Attack with weapon (no threat to life)
Throwing hquid at you
Blocking your escape with physical
methods
Hostage-taking
Head butt
Non-verbal and / or indirect aggression Damage to property
Aggressive quahty of speech, e.g. raised voice Destruction / defacing environment 
/ harsh tone
Gestures
Invasion of personal space
Slamming doors / objects 
Silent hostility
Deliberate urination / defaecation 
Provocative non-compliance 
Hostile staring 
Deliberate time-wasting 
Threat with weapon
Damage to personal possessions 
Damage to smaller items in 
environment
 ^N.B. For aggression experienced away from work and not with patients, the verbal aggression item of 
‘threat to patient’s significant other’ was omitted. There are therefore 47 items in total for this section, 
and 48 items for aggression experienced at work with patients.
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The final attitude questionnaire consisted of 18 items, forming one scale relating to the 
tolerance of aggression in the workplace. These items are listed in the fidl version 
shown in Appendix 4.4 . Respondents used a Likert scale firom ‘strongly disagree’ to 
‘strongly agree’ on a numerical scale of 1 to 5.
Additional materials
A covering letter, included in Appendix 4.4 , acconq)anied the aggression and attitude 
scales. This briefed respondents regarding the nature of the study, confidentiahty 
issues, instructions for completing and returning the questionnaire, and a contact 
number for the researcher (if required).
The glossary of terms covering operational definitions and citing examples for the 
aggression scale items was also included for reference use by participants, and to assist 
with improving reliability for this part of the survey. This was derived fi'om the initial 
phot phases of the scale and can also be found in Appendix 4.4 .
Sample
The sample was drawn fi'om nursing staff employed in mental health services within the 
geographic boundaries of Portsmouth Healthcare NHS Trust. This is a large NHS 
Trust catering for a general population in the region of 600 000. All of the nurses 
included in the total sample were permanent posts, as opposed to bank or agency staff. 
There are nine community mental health teams located throughout the Trust, two acute 
inpatient wards and two low-secure inpatient units based at St. James’ Hospital, 
Portsmouth. There are other rehabilitation and continuing care units employing nursing 
staf^ but these were not included in the study due to differences in client 
characteristics.
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The inclusion criteria for the study were as follows :
(I) participants must have been paid on nursing pay scales and have had a
permanent post with Portsmouth Healthcare NHS Trust throughout the study 
period (i.e. this includes the professional groups of Community Psychiatric 
Nurses, Staff Nurses, Nurse Therapists, and Healthcare Support Workers) ;
(ii) participants must have had patient contact throughout the study period ;
(iii) participants must work in one of the community mental health teams or 
inpatient units hsted in Appendix 4.3.
Those failing to meet the above criteria were excluded from the study.
The total number of survey questionnaires distributed was 237, with a total response of
74 (or 31%, 74 / 237) overall. Further details of the sample are provided in the Results
section.
Procedure
Chnical managers and team leaders were contacted for a list of nursing staff which 
would also meet the criteria for the study. Survey packs containing a covering letter, 
survey instructions, aggression and attitude scales, and glossary of terms, were 
distributed to those staff identified as being appropriate for the study. Portsmouth 
Healthcare NHS Trust has an internal mail network which was used for distribution 
and return of aU survey questionnaires, thereby reducing costs. Each coveiing letter 
specified a deadline for the return of questionnaires. Confidentiality of responses was 
assured to those responding to the suivey, and staff could respond anonymously if they 
preferred to do so. The questionnaire typically took approximately 20 minutes to
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complete, but could take up to 30 to 40 minutes to conç)lete for some participants 
depending on the degree of reference made to the glossary of terms .
Data Analysis
AU data coUation, checking, and analysis was completed using the Statistical Package 
for the Social Sciences (SPSS) version 8.0 for use with ‘Windows 95 / 98’ and a 
personal computer. Due to the exploratory nature of this study, statistical procedures 
used wiU be highUghted in the ‘Results’ section.
154
RESULTS
THE MAIN PILOT STUDY
1. The representativeness of the respondent sample.
A breakdown of the total sample and survey response is shown in Table 6 (see 
Appendix 4.5). In an attempt to ensure that the samples were adequately representative 
given the low overall response rate, information regarding gender and professional 
group was gathered. The demographics of the Portsmouth area are such that both 
patient groups and staff groups are generally white Caucasian in terms of ethnic group 
and this was reflected both in terms of the total overall sample and the respondent 
sample. Other demographic information relating to the sample who responded to the 
questionnaire will be presented in due course.
Using data from Table 6 (Appendix 4.5), the overall response rate by profession in 
each clinical setting is as follows :
Table 7 Overall response rate by profession in each clinical setting
Sub-total for 
original sample
Sub-total for 
respondent 
sample
CveraU 
response rate 
expressed as a 
percentage ®
Community Mental Health Teams
Community Psychiatric Nurses 102 33 32.4
Nurse Therapists 6 5 83.3
Total 108 38 35.2
AU Inpatient Units
StaffNurses 52 21 40.4
Healthcare Support Workers 77 14 18.2
Total 129 35 27.1
® Response rate was expressed as a percentage and calculated by dividing the cell total &om the 
original sample with the corresponding cell total from the respondent sample and multiplying by 100.
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(N.B. Some nurse therapists are employed in a separate Psychological Therapies 
Service withm Portsmouth City and are not an integral part of CMHTs. This staff 
group was, therefore, not included in the sample, whereas Nurse Therapists who are 
integral team members within other localities were included in the sample. The 
numbers for this profession therefore remain relatively small.)
The following table shows those variables examined using the Chi-square test and 
receives comment in the representativeness sections below :
Table 8 Variables relating to representativeness of the sample tested using 
Chi-square.
Variables JP^ reentage^  
of totals for 
original 
sample
Pereenfage 
of totals for 
respondent 
sample
Chi' Dt^rees of 
freedom
Level of 
significance
INPATIENT UNITS:
Qualified staff (i.e. Staff 40 60 2.56 1 p<0.10
Nurses)
Unqualified staff (i.e. 60 40
Healthcare Support Workers)
Men 39 39 0.01 1 Not
Women 61 61 significant
Low secure inpatient units 40 57 3.48 1 p<0.10
Acute inpatient units 60 43
COMMUNITY MENTAL
HEALTH TEAMS:
Men 22 37 3.06 1 p<0.10
Women 78 63
ALL PARTICIPANTS :
All inpatient units 46 52 0.94 1 Not
All community mental health 54 48 significant
teams
A  âgnificance level of p < 0.05 was assumed to be that required to confirm siguificaut Chi-square results. Significance levels of p < 
0.10 are, however, reported despite indicating only a marginal level of significance. (Domdiius, 1992)
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Representativeness o f the respondent sample for inpatient units
Overall, the response rate for staff nurses, i.e. qualified stafif was better than that for 
healthcare support workers, i.e. untrained stafif (40.4 % as opposed to 18.2% 
respectively).The poor response rate fi*om healthcare support workers unfortunately 
reduced the overall response rate for mpatient units to 27.1% (or 35 response fi-om an 
original survey sample of 129). A Chi-square test conducted or these variables (see 
Table 8) found that the differences between these variables was only marginally 
significant (p < 0.10). Although there is, therefore, a potential bias in favour of 
qualified staff in the respondent sample this was not found to be veiy significant. Any 
biases of this kind may reflect the fact that none of the pilot phases had included 
untrained staff and perhaps the survey task was found to be too complex, ff a more 
simplified questionnaire construction had been used, however, more detail about the 
nature or type of aggression would not have been surveyed, which would have been 
counter to one of the aims of the study.
Men and women fi*om all of the inpatient units responded in approximately equal 
proportions (response rates of 26.0% and 25.3% respectively). The Chi-square test 
shown in Table 8 indicated that no statistically significant differences were found for 
these variables. The largest single response was by female staff nurses in the secure 
inpatient units (80% or 8/10). Due to the emphasis on dealing with challenging 
behaviour in these two units, these nurses may have placed greater importance on the 
topic of staff s experiences of aggression at work, thereby improving their response 
rate. In general, there was something of a bias in favour of higher response rates fi-om 
the secure units than the acute inpatient units. Table 8 shows, however, that only a 
margmally statistically significant difference (p < 0.10) was found when comparing 
these variables in the original and respondent sample. Staff in the acute units have very 
busy and demanding roles and there may simply have been insufficient importance 
placed upon completion of the study questionnaiie compared with other more pressing 
duties. This potential bias in the respondent sample does, however, need to be borne in 
mind when interpreting any results fi-om the main study.
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Representativeness o f the respondent sample for community mental health teams
A better comparative response rate was achieved for nurse therapists (83.3%) than 
community psychiatric nurses (32.4%), although the numbers of nurse therapists are 
clearly much smaller (i.e. 5/6 nurse therapists as opposed to 33/102 community 
psychiatric nurses). A better response rate was achieved from males (54.2%) than 
females (26.2%), although the reason for this is unclear. Once again, this achieved only 
marginal significance in a Chi-square test (see Table 8) equivalent to p < 0.10. There is 
no reliable way of knowing, however, whether any potential differences in responding 
refers to more aggression being encountered by men than women or, perhaps, greater 
importance being placed on this issue for a reason unknown. It is also not known why 
approximately 74% of the women in this sample did not respond. The overall response 
rate for community mental health teams was 35.2% (le. 38 / 108) which, although 
low, was shghtly better than the response from the inpatient units.
In comparison with studies in the literature, there are some (notably Kho et al, 1998 
and Whittington and Wykes, 1992) who provide data on the respondent sample, but do 
not comment upon the representativeness of their sample. In a similar survey approach 
by Smith (1994), an overall response rate of 49.7% (82 / 165) was achieved. A 
potential bias in this study towards trained staff may indicate that an underestimate of 
the type and frequency of aggression encountered by untrained staff occurs. The ratio 
of community mental health team (CMHT) staff to inpatient unit staff included in this 
study can be represented as follows:
Ratio for CMHT staff : inpatient unit staff
Original sample 1.2 : 1
No. of study participants (108) (129)
Respondent sample 0.9 : 1
No. of respondents (38) (35)
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Table 8 demonstrates bow these variables do not achieve statistical significance using 
a Chi-square test. The ratio of staff responding by location can, therefore, be said to be 
approximately similar to the original sample in this respect, which is more supportive 
that overall representativeness might be more acceptable. When one considers the 
various sub-groups, however, it appears that there is a clear bias towards trained rather 
than untrained staff Any potential biases towards gender or other factors are much less 
clear, but given the low response rate for the main study, any results must be viewed 
with some caution.
2. Reliability Analysis
Table 9 (Appendix 4.5) shows a summaiy of the reliability analysis conducted for the 
aggression scales. This used Cronbach’s model of internai consistency, based on the 
average inter-item correlation. In all cases alpha co-efficients of between 0.79 and 0.98 
were obtained, suggesting that the internal consistency and rehability of the scales are 
acceptable for the purposes of this study. Clearly, if a larger respondent sanq>le had 
been achieved, with greater reliability of representativeness, it would have been both 
feasible and appropriate to use factor analytic approaches for the aggression scales. 
This was not considered appropriate, however, with the limitations of the current data 
set.
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2. Descriptive Statistics for the Respondent Sample 
The following table (Table 10) represents the descriptive statistics obtained for 
numeric variables in the respondent sample, such as age, length of relevant work 
experience, and caseload with histories of violence or offending :
Table 10 Descriptive statistics for numeric variables
Age Number of 
years of 
post- 
qualificati-
OQ
ejcperieace
Niunber of 
years of 
experience 
with 
current 
patient 
group
Number of 
patients on 
caseload 
(mainly for 
CMHT 
subjects)
Number of 
staff who 
have 
patients on 
supervis­
ion register 
(CMHT 
only)
Number of 
staff who 
have 
patients 
with 
history of 
ofFending
Number of 
staff who 
have 
patients 
with 
history of 
violence
N 65 71 74 51 48 51 48
Mean 39.7 10.8 5.9 21.8 n/a n/a n/a
Standard
deviation
10.37 8.63 5.57 16.14 n/a n/a n/a
Standard error of 
mean
1.29 1.02 0.65 2.26 n/a n/a n/a
N.B. Although the total number of subjects equaled 74, not all subjects provided 
information such as age for the purposes of the suivey. Also at times the variables 
being measured may not have related to the participant’s work, such as caseload (i.e. 
not all workers would have considered themselves to be caiiying a caseload, as this 
mainly relates to the roles and responsibilities of community-based staff). Many 
variables did not achieve normal distribution, or fall within acceptable ranges for skew 
and kurtosis, therefore non-parametiic statistics were mainly used for the purposes of 
this study.
The mean age of respondents was 39.7 (s.d. = 10.37), suggesting that fewer responses 
may have been received from younger and less experienced or skilled workers. This 
has the potential to introduce bias into the results. Also of note is that the number of 
years post-qualification experience did not match the amount of experience with the 
current client group. 36.6% (26 / 71) had four years or less post-qualification work 
experience. The total range was 0 to 31 years, with 63.4% (45 / 71) having five years
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or more post-qualification work experience. Some 59.5% (44 / 74) of the respondent 
sample had four years or less work experience with their current patient group. The 
total range was 0 to 30 years and 40.5 % (30 / 74) had five years or greater work 
experience with their current patient group. A Wilcoxon signed ranks test was 
conducted to determine if a significant difference existed between post-qualification 
experience in years and the number of years experience with the current cHent group 
for the same staff (i.e. a within-subject difference). A non-parametric test was used due 
to the lack of normal distribution of scores relating to the number of years experience 
with the current client group. This detected a highly significant difference (N = 44, W 
statistic = 6 ; level of significance for a two-tailed test = p < 0.001). The examination 
of how post-qualification experience and / or experience with current patient group 
might affect experiences with aggression will be examined in due course.
Out of the 74 survey respondents, 97.3% (72/74) provided information about what 
sort of training they had received concerned with the management of patient 
aggression. 77.8% (56 / 72) reported that they had received some training of this 
nature, whilst 22.2% (16 / 72) had received no such training. The most fi-equently 
reported form of training corresponded to practices local to Portsmouth Healthcare 
NHS Trust, which trains staff in a system for the management of patient aggression 
called SCI? (or Strategies for Crisis Intervention and Prevention). This system 
accounted for 47.2% (34 / 72) responses. A system more widely used in the NHS 
called ‘control and restraint’ accounted for 16.7% (12 / 72) of total responses 
regarding traming. The emphasis for both of these systems is containment of violent 
behaviour by patients by using safe physical holds by one or more staff. They are not 
typically concerned with the de-escalation, or prevention, of violence or aggression and 
do not tend to include aspects of training focusing on coping with intensive or repeated 
verbal or non-verbal forms of aggression.
Table 11 shows patient characteristics in terms of whether they are on the Supervision 
Register (i.e. those patients required to be registered as part of the Care Programme 
Approach to be at particular risk to themselves or others). This table also shows the
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numbers of staff working with patients who have a history of violence and/or a history 
of offending :
Table 11 Staff working with patients who are recorded on the Supervision
Total Percentage**
Total number of staff who do or do not work with 
patients who are on the supervision register :
0 patients 39 52.7
1 or more patients 9 12.2
Missing data 26 35.1
Total 74 100.0
Total number of staff who do or do not work with 
patients with a forensic / offending history :
0 patients 18 24.3
1 or more patients 33 44.6
Missing data 23 31.1
Total 74 100.0
Total number of staff who do or do not work with 
patients with a violent history :
0 patients 9 12.2
1 or more patients 39 52.7
Missing data 26 35.1
Total 74 100.0
 ^ Percentages are calculated by dividing the row total by the total for the respondent 
sample (i.e. 74) and multiplymg by 100.
The above table shows that veiy few patients were reported to be on the Supervision 
register, although this would only apply to community patients as it forms part of the
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Care Programme Approach requirements. Conversely, approximately 45 % of 
respondents had one or more patients with an offending history, and 53% had one or 
more patients with a violent histoiy. It is not known, however, whether or not these 
were the same patients, due to the nature of the survey design and this should be 
addressed in future research.
In further data analysis, however, the total number of patients (per staff member) with 
a history of violence was found to be highly significant and positively correlated using 
Spearman’s rho (p) correlation, with the total number of patients (per staff member) 
with a history of offending (p= 0.80, p < 0.01 - two-tailed). For the staff treating 
such patients in this study, therefore, the total number of patients with a criminal 
record and history of violence, per staff member, seems highly likely to be associated. 
Having patients on the Supervision register (i.e. total number of patients per staff 
member) also demonstrated a significant positive correlation with the total number of 
patients (per staff member) who have a known offender history ( p = 0.37, p < 0 05 - 
two-tailed). The total number ofpatients (per staff member) with a histoiy ofviolence, 
however, was not significantly correlated with the total number ofpatients (per staff 
member) on the supervision register ( p = 0.24). The Supervision Register is also 
concerned with significant risks of serious self-harm, and it is therefore not solely 
associated with risks ofviolence or potential violence.
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3. Aggression scales
Tables 12 to 19 (see Appendix 4.5) show totals and percentage responses for each of 
the aggression scale items. The frequency rating is by the following categories for the 
period January to December, 1998 :
0 - never experienced
1 - experienced 1-2 times
2 - experienced 3-5 times
3 - experienced 6-10 times
4 - experienced greater than 10 times.
Responses to frequency categories one to four above were also added together and 
summarised as a ‘have experienced’ score for each scale item, so that comparisons 
could be made between those staff who had not experienced (never experienced) a 
form of aggression with those that had (‘have experienced’). This is shown in Tables 
12 to 19 in Appendix 4.5.
Mean scale item response and standard deviation are also provided for the aggression 
scales (both for patient- and non-patient- related aggiession).
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Tables 12 - 19 (in Appendix 4.5) regarding the aggression scales for the total 
respondent sample can be summarised as foUows, with comments given on the most 
prevalent forms of aggression :
1. Patient-related aggression
(i) ‘ Verbal aggression *
Examination of Table 12 shows that the highest prevalence and frequency for scale 
items within this categoiy corresponded to the following in rank order :
1. ‘swearing* (94.6% ‘have experienced’),
3. ‘use o f frightening or threatening language ’ (83.8% ‘have experienced’), and 
9. ‘threat o f self-harm ’ (83.6% ‘have experienced’)
Indeed, threats to kill or harm staff or the patient’s significant other also achieved 
reasonably high prevalence (percentage ‘have experienced’ responses ranging from 
31.1% to 57.5%), but did not typically exceed frequencies of greater than 3 - 5 times in 
one year. Lowest prevalence was achieved for item 12. ‘threat to staffs significant 
other '(he. 81.1% of the respondent sample had not experienced this in the year 
studied).
(ii) ‘Physical aggression *
Table 13 shows that the highest prevalence and gi eatest fr equency of scale items 
within this categoiy corresponded to the following in rank order :
1. ‘push / shove ’ (47.3% ‘have experienced’),
7. ‘touching in a sexual /  inappropriate way ’ (41.9% ‘have experienced’), and
6. ‘pokewithhand/finger’ 9. "attempt to grab clothing’ {Q^ch.vAih. 3 3 . ‘have 
experienced’ responses).
Other scale items within this categoiy, such as 2. ‘scratch’, 3. ‘punch’, 4. ‘slap’,
10. ‘attempt to grab body ’, and 16. ’throwing liquid at you ’, all achieved prevalence 
rates of between 20 and 30% for the year studied.
The least prevalent items, achieving ‘never experienced’ percentage responses of 
greater than 90% were :
5. ‘chop with hand’.
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8. ‘use o f knee’.
11. ‘hairpuli’,
\ 3 . ‘strangulation attempt’,
14. ‘ attack with weapon (threat to life)’,
18. ‘hostage-taking’, and
19. ‘headbutt’.
(iii) ‘Non-verbal /  in direct aggression *
Table 14 shows that the highest prevalence and frequency of scale items within this 
category correspond to the following in rank order :
1. ‘aggressive quality o f speech, e.g. raised voice/harsh tone ’ (95.8% ‘have 
experienced’, with 47.2% reporting a frequency of greater than 10 times in one year),
2. ‘gestures’ (87.7% ‘have experienced’), and
4. ‘slamming doors /  objects ’(86.5% ‘have experienced’)
Other scale items within this categoiy, such as 3. ‘invasion o f personal space ’, 5. 
silent hostility , and 8. hostile staring /  eye contact ’, also achieved percentage 
prevalence rates of greater than 80% for the year studied.
Scale item 6. ‘deliberate urination / defaecation ’ was experienced the least ( 72.6% 
‘never experienced’).
(iv) ‘Damage to property *
Prevalence rates for this category, as seen in Table 15, remained relatively high, with
1. ‘destruction / defacing environment’ 2Lc\nQYm% 62.2% ‘have experienced’ 
responses,
3. ‘damage to smaller items in the environment’ 2LQ\ÀQ\mg 59.5% ‘have experienced’ 
responses, and
2. ‘damage to personal possessions’iichiswmg 33.8% ‘have experienced’ responses.
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2. Aggression experienced outside work (i.e. non-patient-related aggression)
(i) ‘Verbal aggression *
Table 16 shows the highest prevalence and frequency for scale items within this 
categoiy corresponded to :
1. ‘swearing’ (65.8% ‘have experienced’, with 15.1% experiencing this greater than 10 
times in one year),
3. ‘use o f frightening/threatening language ’ (39.7% ‘have e>qperienced’), and
5. sexual, racial, age-ist comments and 6. ‘derogatory comments, e.g. on personal 
appearance, weight, facial features, etc.’ (each with 32.9% ‘have experienced’ 
responses).
Item 2. ‘belittling’ was also relatively prevalent with 31.9% ‘have experienced’ 
responses. Although generally, the more prevalent scale items within this categoiy 
were similar to those for patient-related aggression, they occmred at much lower rates. 
Verbal threats of harm, to kill, of other illegal acts, or of acts not specified, all typically 
achieved low prevalence and frequency, i.e. between 86.3% and 95.8% ‘never 
e?q)erienced’ responses for the year studied. The nature and type of verbal aggression 
encountered outside the workplace does, therefore, demonstrate some differences. 
Verbal threats are much more prevalent as patient-related aggression than that 
experienced away from work.
(ii) "Physical aggression*
The highest prevalence and frequency for scale items within this category, as seen in 
Table 17, were similar in terms of the rank order to patient-related aggression, but at 
much lower rates :
1. "push / shove ’ (16.4% ‘have experienced’),
7. ‘touching in a sexual/  inappropriate (11.0% ‘have experienced’), and
12. ‘kick’ (11.0% ‘have experienced’).
All other physical aggression items achieved prevalence rates of less than 10% ‘have 
experienced’ responses for the year studied. Very severe physical aggression, such as 
‘attack with weapon ’, ‘hostage taking’, or ‘strangulation attempt’, were very rare 
(i.e. between 95.9% to 100.0% ‘never experienced’ responses).
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(iii) ‘Non-verbal /  indirect aggression *
Table 18 shows that prevalence and frequency rates were, once again, lower than those 
for patient-related aggression, but the rank order was similar :
1. ‘aggressive quality o f speech, e.g. raised voice/harsh tone ’ (58.9% ‘have 
e^gerienced’ responses, with 11.0% e^qperiencing this greater than 10 times in one 
year),
2. ‘gestures’ (58.9% ‘have experienced’), and
8. ‘hostile staring/eye contact’ {42.5% ‘have experienced’)
Other scale items achieving prevalence rates of between 30 and 40% for the year 
studied include :
3. ‘invasion o f personal space ’,
4. ‘slamming doors /  objects ’, and
5. ‘silenthostility’.
The lowest prevalence occurred for items 10. ‘threat with weapon ’ and 6. ‘deliberate 
urination / defaecation , achieving 94.5% and 97.3% ‘never experienced’ responses 
respectively.
(iv) ‘Damage to property *
Prevalence rates for the year studied, as highlighted in Table 19, are much lower than 
for the same patient-related aggression category, and a different rank order was also 
found, as follows :
2. ‘damage to personal possessions ’ (16.4% ‘have experienced’),
3. ‘damage to smaller items in environment’ {15.1% ‘have experienced’),
1. "destruction / defacing environment’ {11.3% ‘have experienced’)
Responses to each aggression category can also be illustrated in the following way
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Table 20 Total number of responses given by participants in each
aggression category expressed as a percentage ^
Aggression category Percentage 
. *never 
experienced’
Percentage
^have
experienced’
Row totals
Patient-related aggression:
Verbal aggression 44.3
(520/1174)
55.7
(654/1174) 1174
Physical aggression 81.1
(1139/1405)
18.9
(266/1405) 1405
Non-verbal / indirect 
aggression
27.9
(204/731)
72.1
(527/731) 731
Damage to property 48.2
(107/222)
51.8
(115/222) 222
Total 55.8
(1970/3532)
44.2
(1562) 3532
Non-patient related 
aggression:
Verbal aggression 80.0
(872/1090)
20.0
(218/1090) 1090
Physical aggression 94.5
(1310/1387)
5.5
(77/1387) 1387
Non-verbal / indirect 
aggression
70.0
(507/724)
30.0
(217/724) 724
Damage to property 85.4
(187/219)
14.6
(32/219) 219
Total 84.1
(2876/3420)
15.9
(544/3420) 3420
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 ^ Percentages were calculated by dividing the total responses given by all participants 
within each category of aggression (i.e. verbal, physical, non-verbal, and damage to 
property) by the row totals cited and multiplying by 100.
Table 20, which shows the percentage of total responses given per category, once 
again emphasises the much lower prevalence of all aggression types experienced 
outside work than experienced at work.
Aggression experienced at work appears to be between two and three times more 
prevalent than that experienced away from work. This is a lower estimate than some of 
those given in the research hterature (i.e. which typically state that nurses are up to five 
times more at risk for aggression at work than the general population - Health Services 
Advisory Committee, 1997).
Interestingly, some 81.1% (1139 / 1405) of the total responses for the physical 
aggression categoiy items, indicated that this form of aggression was not eTgerienced 
by staff responding to the survey, for the period between January and December, 1998.
Conversely, 5.5% (77 / 1387) of the total survey responses for the physical aggression 
categoiy, indicated that they had experienced this form of aggression away from work. 
This is also a shghtly higher estimate than the hteratme suggests, particularly the 
British Crime Survey for 1997, which cites prevalence rates for physical violence as 
4.7% for that year (Mirrlees-Black et al, 1998).
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Comparisons between mean scale item frequencies in community mental health 
team and inpatient unit samples, for patient-related aggression :
Exploration of the data with respect to these two groups (community and inpatient) 
was conducted using Wilcoxon signed ranks tests on aggression scale item means 
(Table 21). Non-parametric statistics were appropriate due to the lack of nonnal 
distribution of this data.
Table 21 Wilcoxon signed ranks test comparing community and hospital 
samples on mean scale item frequencies for patient- related 
aggression.
Aggression
category
Overall mean 
for scale item 
frequencies - 
Hospital units
Overall mean 
for scale item 
frequencies - 
Community 
teams
N
(i.e. total 
valid ranks)
W  statistic Significance
level
(two-tailed)
Verbal 1.87 0.83 16 0 p<0.01
Physical 0.62 0.06 18 1 p<0.01
Non-verbal / 
indirect
2.60 1.24 10 0 p<0.01
Damage to 
property
3 0 Could not be 
calculated
to the frequency scores 0 to 4 for all scale items within a single category. So for 
example in the table above for verbal aggression, hospital unit staff came closest to 
scoring an average frequency equivalent to 2 (3 to 5 times), whereas community team 
staff came closest to scoring an average of one for that aggression category (1 to 2 
times).
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There are clearly highly significant differences between mean scale item fr equencies for 
community-based compared with hospital-based staff This is not altogether 
unexpected, since the roles and responsibihties of staff in these settings is very 
different. It is interesting, however, that both verbal and non-verbal fonns of 
aggression also demonstrate highly significant differences. A Wilcoxon signed ranks 
test was repeated on community and hospital samples once Healthcare Support 
Workers (i.e. untrained staff) had been partiaUed out. Exactly the same results and 
significance levels (p < 0.01 for two-tailed tests) were found for all aggression 
categories when comparing hospital-based and community-based staff The trend is 
clearly for hospital-based staff to experience greater mean frequencies for all
aggression types, and this does not appear to be biased by the presence of unqualified 
staff in the hospital-based sample.
Further comparisons of mean scale item frequencies were considered and are presented 
in Table 22.
The results shown in Table 22 generally show differences between groups for mean 
scale item frequency scores for aggression, as categorised by the aggression scale 
examining staffs’ experiences of aggression while at work. As this study has been 
exploratoty, two-tailed tests of significance were employed but the trends in the data 
are fairly clear. As one might predict, staff who work with patients who have either a 
history of violence or offending show greater mean scale item frequency scores for all 
aggression types. For qualified staff (i.e. Staff Nurses) compared with unqualified staff 
(i.e.Healthcare Support Workers) from the inpatient units, only physical aggression 
was found to differ significantly in terms of mean scale item frequency scores. No 
significant differences were found for verbal or non-verbal / indhect aggression. Also 
significant differences were found when comparing mean scale item frequency 
for men and women, with the trend showing that men had significantly higher 
scale item frequency scores for all aggression types than women.
scores
mean
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Variables and aggression 
categories ^
Table 22 Comparisons of mean item frequency scores for all types of
aggression using the Wilcoxon Signed Ranks Test
Overall Overall I N I IF statistic
mean for mean for (i.e. total
scale items scale items | valid ranks)
relating to relating to
first variable second
(a) variable
Men (a) vs. women (b) :
Verbal aggression 1.71 1.18 16
Physical aggression 0.52 0.25 18
Non-verbal / indirect aggression 2.19 1.78 10
Staff working with patients who have a 
history o f offending vs. those who do 
not :
Verbal aggression 
Physical aggression 
Non-verbal / indirect aggression 
Staff working with patients who have a 
history o f violence those who do 
not :
Verbal aggression 
Physical aggression 
Non-verbal / indirect aggression
1.53
0.41
2.10
0.67
0.08
1.13
16
18
10
Significance
level
p<0.01
p<0.01
p<0.01
p<0.01
p<0.01
p<0.01
1.40
0.35
1.95
0.76
0.17
1.2
16
18
10
0
5.0
0
p<0.01
p<0.01
p<0.01
Staff who have received some training 
in the management o f patient 
aggression vs-, those who have not : 
Verbal aggression 
Physical aggression 
Non-verbal / indirect aggression 
Staff nurses vs. healthcare support 
workers (all inpatient units) :
Verbal aggression 
Physical aggression 
Non-verbal / indirect aggression
1.39
0.32
1.90
1.17
0.43
1.85
16
18
10
11.5 
24.0
20.5
p<0.01
p < 0.01
not significant
1.78
0.56
2.56
1.76
0.73
2.62
15
15
10
41.0
15.5
20
not sigoificant 
p<0.01 
not significant
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 ^ Statistics for ‘damage to property’ could not be calculated due to the low number of 
valid ranks (i.e. 3)
The results obtained when comparing those staff who had reported receiving some 
training in the management of patient aggression with those who had not, were 
interesting. Mean scale item frequency scores for verbal and physical aggression were 
found to be significantly different (p  < 0.01 ; two-tailed test). The trend in the data 
for physical aggression was as one might have expected, i.e. trained staff reporting 
lower mean scale item frequency scores, than those with no training of this type. The 
trend for mean scale item frequency scores for verbal aggression, however, appears to 
be in the opposite direction, with trained staff showing higher mean scale item 
frequency scores. Mean scale item frequency scores for non-verbal / indirect 
aggression were not found to be significantly different.
Risk event data (incident forms) for secure inpatient units
Risk event data, from incident forms completed by staff followiug an untoward 
incident, were obtained for the purposes of this study for the secure inpatient units 
only. An attempt was made to gather this data for all units and services surveyed in this 
study, but unfortunately this was not possible either due to lack of permission by 
service managers or inaccessibility of the data in the Trusts computer systems.
The risk event data presented here is also difficult to compare directly with the current 
study’s survey data, as differing methods of categorisation have been used. Table 23, 
however, provides some comparative information of survey and risk event data.
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Table 23 Comparison of survey data with risk event data (incident forms) 
for January to December, 1998
Risk event category 
from incident form 
data
Percentage 
of total risk 
events
Current study 
survey aggression 
category *
Percentage of survey 
‘have experienced’ 
responses for patient- 
related aggression
Verbal threat against 
staff
13.5
(5/37)
Verbal aggression 55.2 
(223 / 404)
Physical Threat 
against staff
21.6
(8/37)
Physical aggression 32.7
(132/404)
Violence against the 
person (i.e. towards 
staff only)
64.9 
(24 / 37)
Violence against 
staffs property
0.0
(0/37)
Damage to 
property
12.1
(49/404)
Total 100.0
(37)
Total 100.0
(404)
 ^ Survey category for non-verbal / indirect aggression was not reported as this did not 
in any way resemble information collected via incident forms.
Table 23 shows that the total number of violent or aggressive incidents recorded for 
the two secure units between January and December, 1998, was 37. These incident 
forms are inevitably concerned only with serious violence towards staff and are, 
therefore, inevitably an underestimate of the total amount of aggression experienced by 
staff in the workplace. The total number of ‘have experienced’ responses for the
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aggression categories of verbal aggression, physical aggression, and damage to 
property in the survey, totaled 404 (excluding non-verbal / indirect aggression). Even if 
one considers that some of these responses refer to the same ‘incident’ , there stiU 
appears to be a discrepancy between violent or aggressive incidents recorded and 
estimates of aggression from this study’s survey.
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4. Beliefs and attitudes relating to acceptance and/or tolerance of aggression 
in the workplace
Table 24 displays the frequency of scale item responses for tolerance and/or 
acceptance of aggression beliefs and attitudes :
Table 24 Responses to Attitude Scale Items
Scale item strongly
disagree
1
Disagree
2
Cannot
say
3
Agree
4
strongly
agree
5
mean s.d.
1. A certain amount 
of verbal aggression is 
to be expected in my 
work
1.6 
(1/63 ')
4.8
(3/63)
30.2
(19/63)
42.9
(27/63)
20.6
(13/63)
3.76 0.89
2. Patients who are 
mentally iU are never 
responsible for their 
aggressive acts
54.0
(34/63)
33.3
(21/63)
12.7
(8/63)
0.0 0.0 1.59 0.71
3. I must stay with 
my patient, even if I 
think that patient 
might behave 
aggressively
39.7
(25/63)
31.7
(20/63)
19.0
(12/63)
6.3
(4/63)
3.2
(2/63)
2.02 1.07
4. Many physical acts 
of aggression are 
rarely serious enough 
to be recorded
57.1
(36/63)
27.0
(17/63)
9.5
(6/63)
4.8
(3/63)
1.6
(1/63)
1.67 0.95
5. Verbal aggression 
must be tolerated in 
my work
28.6
(18/63)
31.7
(20/63)
30.2
(19/63)
9.5
(6/63)
0.0 2.21 0.97
6. Criminal charges 
should be brought 
against mentally ill 
patients who are 
physically aggressive
1.6
(1/62)
6.5
(4/62)
54.8
(34/62)
27.4
(17/62)
9.7
(6/62)
3.37 0.81
7. I have grown used 
to a certain amount of 
aggression from 
patients
7.9
(5/63)
15.9
(10/63)
33.3
(21/63)
36.5
(23/63)
6.3
(4/63)
3.17 1.04
8. In general, I do not 
discuss incidents of 
physical aggression 
with colleagues
63.5
(40/63)
28.6
(18/63)
7.9
(5/63)
0.0 0.0 1.44 0.64
Continued on next page
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Scale item strongly
disagree
Disagree Cannot
say
Agree strongly
agree
mean s.d.
9. Patients under the 
influence of alcohol or 
illegal drugs are never 
responsible for their 
aggressive acts
68.3
(43/63)
28.6
(18/63)
3.2
(2/63)
0.0 0.0 1.35 0.54
10. Physical 
aggression is often ‘all 
part of the job’
41.3
(26/63)
25.4
(16/63)
25.4
(16/63)
6.3
(4/63)
1.6
(1/63)
2.02 1.04
11. Many verbal acts 
of aggression are 
insufficiently serious 
to be recorded
34.9
(22/63)
33.3
(21/63)
15.9
(10/63)
14.3
(9/63)
1.6
(1/63)
2.14 1.11
12. It is my 
responsibility to treat 
a patient even if they 
are behaving 
aggressively
23.0
(14/61)
16.4
(10/61)
16.4
(10/61)
34.4
(21/61)
9.8
(6/61)
2.92 1.36
13. Physical 
aggression must be 
tolerated in my work
49.2
(31/63)
31.7
(20/63)
14.3
(9/63)
4.8
(3/63)
0.0 1.75 0.88
14.1 should be able to 
deal with physical 
aggression from 
patients
11.3
(7/62)
8.1
(5/62)
37.1
(23/62)
35.5
(22/62)
8.1
(5/62)
3.21 1.09
15. Verbal aggression 
is often ‘all part of the 
job’
19.7
(12/61)
9.8
(6/61)
36.1
(22/61)
27.9
(17/61)
6.6
(4/61)
2.92 1.20
16. A certain amount 
of physical aggression 
is to be expected in 
my work
18.0
(11/61)
13.1
(8/61)
41.0
(25/61)
26.2
(16/61)
1.6
(1/61)
2.80 1.08
17. In general, I do 
not discuss incidents 
of verbal aggression 
with colleagues
45.2
(28/62)
30.6
(19/62)
14.5
(9/62)
6.5
(4/62)
3.2
(2/62)
1.92 1.08
18.1 should be able to 
deal with verbal 
aggression from 
patients
6.5
(4/62)
1.6
(1/62)
37.1
(23/62)
40.3
(25/62)
14.5
(9/62)
3.55 0.99
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 ^ Missing data meant that total responses for this questionnaire ranged between 61 
and 63.
Table 24 shows that most mean scores for the attitude scale are less than or equal to 
three, suggesting that there was broad disagreement or neutrahty with the themes of 
acceptance and/or tolerance of aggression as measured by this scale (assuming the 
scale has a degree of validity).
The questions which emphasise the strongest disagreement with these themes are the 
ones which concern patients with mental illness or drug / alcohol problems never being 
responsible for acts of aggression. These are, however, poorly phrased questions 
reflecting the pilot nature of the study. Other questions ehciting strong disagreement 
include :
Q4. ‘Many physical acts o f aggression are rarely serious enough to be recorded. ’ 
A total of 84.1% (53 / 63) respondents disagreed or strongly disagreed with this 
statement (mean = 1.67 ; s.d. = 0.95).
The trend was similar for the question relating to recording verbal acts of aggression.
Q8 ‘/w general, I  do not discuss incidents o f physical aggression with colleagues. ’ 
A total of 92.1% (58 / 63) respondents disagreed or strongly disagreed with this 
statement (mean = 1.44 ; s.d. = 0.64).
Table 24 also shows that there was clear disagreement with statements relating to the 
tolerance of verbal and physical aggression (e.g. scale items 5 and 13).
This table also highlights some areas of agreement as follows :
Q1 ‘A certain amount o f verbal aggression is to be expected in my work."" 
achieved 63.5% (40 / 63) of total responses that were agiee or strongly agree 
responses (mean = 3.76 ; 
s.d. = 0.89).
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Q7 ‘/  have grown used to a certain amount o f aggression from patients. ’ 
achieved 42.8% (27 / 63) of total responses that were agree or strongly agree 
responses ( mean = 3.17 ; s.d. = 1.04)
Q14 ‘7 should be able to deal with physical aggression from patients. ’
achieved 43.6% (27/63) of total responses that were agree or strongly agree responses 
(mean = 3.21 ; s.d. = 1.09)
Q18  ^I  should be able to deal with verbal aggression from patients.''
achieved 54.8% (34/62)  of total responses that were agree or strongly agree 
responses ( mean = 3.55 ; s.d. = 0.99)
This suggests that there may he some support for a tentative hypothesis that staff can 
habituate to aggression or become desensitised to it. This aspect of the results would 
certainly be worth exploring in a ftiture study. Also there appears to be some tentative 
support for a prevalent behef that staff 5/zom/c/ be able to deal with verbal and physical 
aggression from patients. The hnphcations of this will be discussed in due course.
Staff attributions for the reasons for patient aggression
Responses to the frnal, open question at the end of the attitude scale were also 
examined. The question was phrased :
"7b what do you attribute the reasons for aggression in patients ? Please list as many 
reasons as possible'''
The responses to this question were categorised by the researcher into the three broad 
categories of (i) patient factors, (h) staff factors, and (in) environmental / 
organisational factors. Table 25 highlights the main reasons expressed by respondents 
to the survey under these three categories.
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Table 25 shows that the majority of survey respondents viewed the reasons for patient 
aggression as due to ‘state’ -related issues, such as fear, anxiety, and frustration 
(15.8%) ; alcohol or substance misuse (13.7%) ; or issues relating to mental illness, 
such as diagnosis, symptoms like hallucinations and delusions, or issues relating to 
detention in hospital (23% altogether for the sum of mental hlness-related responses - 
67/292).
Only 5.8% (17/292) referred directly to anger as a reason for patient aggression.
The diversity and variety of response offered by staff was ing)ressive. Interestingly, 
however, factors relating to the staff role in patient aggression, such as inconsistent 
care or staff not hstenmg to patients adequately accounted for a total of 9.9%
(29/292) of all réponses. It would appear that few staff consider their own behaviour 
and approach to patients when asked for reasons for patient aggression. Also, although 
a history of offending has been associated in the hterature with the potential for 
violence, this factor accounted for only 0.1% (1/292) of responses.
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DISCUSSION
Aggression and violence is a frequently encountered phenomenon in healthcare 
settings, and psychiatric settings in particular (Fottrell, 1980 ; Kho et al, 1998). This 
study has stressed the importance of considering aggression and violence for mental 
health workers both in hospital and community settings. To date, very httle enq)hasis 
has been placed upon exarmning aggression in community settings despite the 
increasing expectation within the NHS for most community mental health services to 
cater for patients with severe and/or enduring mental health problems, and the 
growing incidence of mental health problems coinciding with alcohol or substance 
misuse ( so-called ‘dual diagnosis’) encountered in mental health services generally.
There have also been many diverse methods used to measure staffs experiences of 
aggression, but there is a tendency to use fairly gross categories or descriptors of 
aggressive behaviour, such as ‘verbal abuse’ or ‘violence against the person’. This 
study has attenq)ted to contribute to the Hterature on devising more systematic and 
standardised approaches to the measurement of staffs experiences of aggression. The 
development of operational definitions related to different types of aggressive 
behaviour, for use across a number of settings, is an ambition which extends beyond 
the scope of this study. It was hoped, however, that the basic idea that it is possible to 
use a scale of clearly operationaHsed terms to assist with gathering information about 
an individual’s experiences of aggr ession could be usefiiUy implemented. Although 
examining the psychometric properties of such a scale would require a much larger 
study, the initial results from this scale look promising and clearly have fiirther 
potential.
Previous research has also infrequently focused on the quahty of the aggressive 
experience itself often being more concerned about patient characteristics or the 
impact of events on staf^ such as stress or post-traumatic stress reactions (Wykes and 
Whittington, 1994). This study adopted a different approach, therefore, in attempting 
to examine the type and frequency of aggression, in addition to selected staff and 
patient characteristics, found in community and inpatient settings.
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Comment on the development of the aggression and attitude scales :
Through a process of piloting and iterative development, the aggression scales 
comprised a comprehensive set of terms describing aggressive behaviours in adults.
The rehabihty analysis demonstrated acceptable levels of rehability for the purposes of 
this study. Clearly, more analysis of factor structure and vahdity of the scales would be 
required before more widespread use. The glossary of terms to accorcpany the scales 
was checked for accuracy and clarity of definition and achieved an acceptable degree of 
inter-rater agreement. It is not clear, however, whether survey respondents actually 
used the glossary of terms to assist the rehability of completing the survey, although 
that was the intention. It may have been more prudent to have included the definition 
of terms with the scale items on the survey, although this would have perhaps affected 
the clarity and ease of use of the scale itself.
The abihty to estimate frequencies of aggression across the four categories as mean 
scale item scores was of benefit for the purposes of this study. In data analysis, these 
means were used in examining comparative groups.
Although there is no index of severity included which may have also been of use, by 
ranking the category sub-items in terms of severity one might have been able to achieve 
some useful results. This would, however, make assumptions about the severity of 
aggressive behaviours based on then definition, rather than what was directly 
experienced or perceived by the staff member. As this was a retrospective study and 
due to the fact that subjects were not expected to describe specific events, it was not 
considered rehable to ask staff to comment on the severity of aggressive experiences. 
This is a component of the aggressive experience which would ideaUy be included in 
fiirther research, and particularly if one were to look at these issues prospectively.
The attitude scales were more problematic iu terms of vahdity and scale rehabihty.
Some of the wording of scale items were too ambiguous and lacked clarity and 
specificity. The questionnaire attempted to tailor items to relate to the issue of
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‘tolerance of aggression’. This might, however, be viewed as something of an 
assumption, as some of the questionnaire items appear to relate equally to habituation 
to aggression. As the nature of this study was an exploratory one, and this issue has not 
thus far been addressed in the research literature, the current development of this scale 
was considered to be acceptable. Further work is clearly needed to refine these ideas 
and to develop a more psychometrically rigorous scale, and this will be discussed 
shortly.
Further Methodological Issues
The research methodology used in this study was difficult to finahse. Many alternatives 
were considered, including a prospective rather than a retrospective study, staff 
interviews versus postal questionnaire, and so on. Each aspect of research design 
presented compromises on cost, response biases, confidentiahty and ethical issues, 
access to a sufficiently large pool of subjects, and methodological rigour.
The final choice of a retrospective postal survey using newly designed scales is open to 
criticism. It was, however, felt to be the most simple, cost- and time- effective method 
to complete the study with minimal resources. In addition it appeared that this method 
offered the best opportunity to clearly define terms to be presented to subjects and 
therefore met one of the objectives of this study, namely to provide an assessment of 
experiences of aggression based upon clearly operationaHsed terms. It also seemed the 
best method for reassuring subjects about confidentiahty and anonymity, a choice 
which was exercised by some respondents. The design for this current study should 
therefore be considered as adequate though not ideal. It would be an interesting 
development to run a prospective study of this nature and then conduct an identical 
retrospective study with the same cohort, to examine the relative merits of each 
research design.
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Given the numbers of subjects responding in this study (N=74) one would not wish to 
make substantial claims about the robustness of the scales, but the intention was to use 
this study as a starting point and to pursue this course further with more research. It 
needs to be borne in mind that this was a more substantial pilot study, with the 
intention of pursuing the further development of the scales and any interesting survey 
findings further. The methodological problems wiU need to be addressed in future and 
the following framework for further research is being considered :
1. Separation of the development of the aggression and attitude scales hito
different development studies. The intention would be to use much larger respondent 
sample sizes o f200 - 300 plus participants. Also different geographical settings with a 
variety of socio-demographic characteristics would be required (e.g. urban and rural). 
Representativeness of the respondent sample would need to be addressed, depending 
on future response rates. Future scale developments include :
(i) The Aggression Scales, require a study to focus on the psychometric
properties of this scale m more detaü. Issues such as item content, factor structure, 
scale reliability and validity have not yet been adequately addressed. An improved 
scoring key using an interval scale, rather than a categorical one would be developed. 
Some form of ranking system based on the severity of scale item description and the 
inclusion of a severity rating would be required. Information regarding the amount of 
sick leave directly attributable to incidents of aggression, or the nature and severity of 
any injury, would also be included. Conversion of the scale in order to use this for a 
prospective design would also be an advantage, and both prospective and retrospective 
data could be collected for the same time period to fiirther assist with determining the 
rehabihty of the scales. The current survey includes a scale examining experiences of 
aggression away from work, which is an asset that would be retained in friture 
research.
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(ii) The Attitude Scale requires a much greater emphasis on the development of 
clear and unambiguous scale items, which for some items in the current study was not 
achieved. Again, the psychometric properties of such a scale have not yet been 
adequately addressed and this would need to be a priority of a future research project. 
The results from the current study have suggested that there may be a need for a shift 
of emphasis away from the concept of ‘tolerable aggression’ over to the examination of 
the vahdity of the concept of habituation to, or desensitisation to, aggression. Also the 
vahdity and prevalence o f ‘should cope with aggression’ behefs would also need to be 
examined fiirther.
2. The use of a greater variety of methods of data coMection and research design 
need to be employed in order to more accurately and rehably survey mental health 
workers experiences of aggression. The use of a combination of retrospective and 
prospective designs could provide comparative data that could inform about the 
rehabihty of the aggression scales. Greater attention to ensuring an increased response 
rate to a more acceptable level would be required. Semi-structured interviews either 
individuahy or in smaU focus groups would be included in the future study. This would 
aUow both quahtative and quantitative data to be cohected. A research assistant who 
was blind to the nature of the study would also remove some of the potential for 
interviewer biases to be introduced. If possible, the future study would aim to secure 
agreement with participating organisations to obtain comprehensive and complete risk 
event data or incident forms for comparison with survey data. It may also be of benefit 
to survey other comparative groups, such as non-clinical support staff who have 
contact with the general pubhc, such as receptionists, who may also experience patient- 
related aggression. A ‘rolling’ or continuous survey programme, similar to the British 
Crime Surveys, would provide data across a number of years so that similarities or 
changes could be examined over time.
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It is, therefore, intended that the development of the scales, the themes explored, and 
the survey work wiU be continued using the above framework and addressing many of 
the methodological problems encountered by the current phot study.
The findings of the current pilot study
It would be problematic to generahse any findings from the current phot study due to 
concerns over the representativeness of the respondent survey sample and whether any 
biases had been introduced due to the poor response rate. The fohowing section 
therefore refers to exploration of the survey data in order to identify any significant 
trends which would be worth pursuing in a fiiture study.
For the inpatient units, 39% (13 / 33) of respondents were male, compared with 61% 
(20 / 33) females. Simharly, for the community mental health teams, 37% (13 / 35) of 
respondents were male, compared with 63% (22 / 35) females. Despite the fact that 
there were almost twice as many women responding to the survey as men, men and 
women achieved significantly different mean scale item scores for ah types of 
aggression. The trend showed that men were experiencing more frequent aggression 
for verbal, physical, and non-verbal aggression, and damage to property categories.
In terms of training in approaches to manage aggression, 78% (56 / 72) respondents 
reported that they had received some form of training. This typicaUy took the form of 
‘control and restraint’ methods (17% ; 12 / 72) or a similar approach used locaUy in the 
Portsmouth area caUed Strategies for Crisis Intervention and Prevention, or SCIP 
(47% ; 34 / 72). Comparisons were made between mean scale items scores for the 
aggression categories, for staff who had received training of this kind and staff who 
had not. Verbal and physical aggression categories were found to be significantly 
different, but non-verbal aggression showed no significant difference. The trend in the 
data, however, indicated that although physical aggiession mean scale item scores were 
lower in the trained group than the untrained group, as one might expect, the reverse
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was true for verbal aggression mean scale item scores. Namely, the trained group 
appeared to show higher mean scores for verbal aggression. The reasons for this are 
not clear. One possible explanation is that much of this type of training involves the 
physical restraint of a violent patient, often in teams. This is perhaps, therefore, safer in 
terms of dealing with actual violence and thereby preventing injury, but could generate 
more verbal aggression from patients either during or shortly after restraint. It is 
equally possible that this type of training equips staff with a degree of confidence to 
stay with a verbally aggressive patient, whilst having the potential to safely manage the 
situation if it becomes physically violent.
From the data on staff working with patients with certain characteristics, it was found 
that 12% of participating staff had patients on the Supeivision Register, 45% worked 
with patients with a forensic history, and 53% worked with patients with a history of 
violence. Differences in mean scale item scores were found to be statistically significant 
for staff who work with patients who have a history of violence or offending, 
compared with those who do not. It is not known, however, if these were the same 
patients. This is a fiaw in the study design and would need to be addressed by a fiiture 
study. There are also no details of the nature and/or severity of the violence or 
offences, which may have been relevant.
The aggression scales
Verbal aggression, as one might have predicted, was found to be the most prevalent 
form of aggression, which achieved 95% period prevalence for patient-related 
aggression, and 66% for verbal aggression experienced away from work. Both 
demonstrated similar key items for this category, such as ‘swearing’, but sexual / racial, 
and derogatory comments were more commonly encountered away from work than at 
work. Threats to khl or harm staff were far more prevalent as aggression experienced 
at work. Staff were estimated to be between four and eight times more likely to 
experience threats of this nature at work than outside work.
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The highest period prevalence for patient-related physical aggression was ‘push / 
shove’ at 47%. Interestingly, being touched in a sexual or inappropriate way also 
achieved almost 42%. Physical aggression was, therefore, approximately four times 
more prevalent as patient-related aggression than experienced outside work.
Many scale items for patient-related non-verbal / indirect aggression had period 
prevalence rates of greater than 80%, particularly ‘aggressive quahty of speech’, 
‘gestures’, and ‘slamnhng doors’. This compares with estimates of non-patient-related 
aggression occurring at rates between 42% and 59% for the period studied.
‘Damage to property’ also occurred at rates of up to 62% for ‘destruction / defacing 
environment’ and 59% for ‘damage to smaUer items in the environment’. This 
compares with rates between 12% and 16% for the equivalent category of aggression 
experienced outside work.
Some comparisons can be made with the prevalence of physical aggression experienced 
outside work in the study and that reported by other larger scale surveys, such as the 
British Crime Survey. In examining the sum of the total number of ‘have experienced’ 
responses for physical aggression in this study, this was found to equal 77 out of a total 
number of 1387 responses for this category (non-patient-related aggression). This 
equates to 5.5%. Estimates from the British Crime Survey suggest a 4.7% risk of 
experiencing physical violence m one year (Minlees-Black et al, 1998).
Other comparative groups within the phot study data set were also examined, although 
most reflected findings as a replication of those found in the hterature.
Hospital and community samples differed significantly m terms of mean scale item 
scores for all types of aggression. The trend in the data suggests that ah forms of 
aggression occur more frequently in hospital settings. This does not, however, appear 
to be related to the presence of the minority of unqualified nursing staff (Healthcare 
Support Workers) working in hospital units. Staff Nurses and Healthcare Support
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Workers were, however, found to differ significantly in terms of physical aggression, 
but not other forms of aggression, with the trend indicating that staff nurses report 
lower mean scale item scores. The differences between hospital and community 
settings are as one might predict, due to the differences in roles and responsibilities 
among stafi  ^for example the different amounts of time spent with patients, or 
environmental factors and statutory issues, such as sectioning or detention in hospital.
Conçarisons between risk event data and survey data was of interest m the pilot study. 
This, however, proved to be problematic due to differences in the methods of recording 
and categorising this data, and difficulties in securing organisational support to obtain a 
conq)rehensive data set. The risk event data which was obtained did provide some 
indication that incident forms provide an underestimate of the different types of 
aggression experienced at work and as measured by the phot survey. Physical 
aggression, however, is probably the most rehably reported and recorded via incident 
forms.
The Attitude Scales
As aheady stated, there were significant problems with the item content and wording 
of items for this scale, which requires further development work. The findings whl be 
commented upon, however, as they provide some interesting areas for a fiiture research 
project to pursue.
Most mean scale item scores were found to be less than or equal to three, suggesting a 
broad disagreement with, or some neutrahty to, the themes of acceptance and / or 
tolerance of aggression in the workplace. Reassuringly, the majority ofreqxondents 
appeared to support the recording of both verbal and physical forms of aggression 
encountered at work, together with the discussion of any incidents with coUeagues.
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There were, however, clear expectations of a certain amount of aggression at work.
For exanqxle, the expectation to receive a certain amount of verbal aggression from 
patients achieved 63% (40 / 63) of total responses that were agree or strongly agree 
responses. Also, growing used to a certain amount of aggression from patients 
accounted for 43% (27 / 63) of total responses that were either agree or strongly 
agree. Finally, there was also an identifiable expectation that staff*felt that they ‘should’ 
be able to deal with verbal and physical aggression from patients.
From these results it is possible to form a tentative hypothesis that staff can habituate 
to aggression or become desensitised to it, rather than actively accept it or tolerate it. 
This hypothesis warrants further investigation. There is also tentative support for a 
prevalent behef among nursing staff in the phot survey that they shouldhQ able to deal 
with verbal and / or physical aggression. Clearly, this issue requires further clarification 
and exploration, particularly to determine whether this is a particularly commonly held 
behef among mental health nurses or is associated with any increased risk of aggression 
in the workplace. This could potentiahy occur if staff were to over-ride safe working 
practices due to this cognitive set. These behefs may, however, be necessary for those 
working in mental health services and are potentiahy facihtative, providing safe limits 
are respected for the boundaries between duty of care and personal safety. Future 
research in this area could potentiahy have substantial training hnphcations for mental 
health workers in being able to exercise judgement about these boundaries.
There were a wide variety of responses to the open question asking staff to attribute 
the reasons for aggression by patients. The most common responses were for issues 
relating directly to mental illness, such as the presence of active symptoms, or related 
to the consequences of having a mental illness, such as hospitahsation, or detention 
under a section of the Mental Health Act, 1983.
A relatively smaU proportion (5.8% of total responses) attributed patient aggression as 
due to the emotion o ïanger. More commonly referred to ‘states’ included fear.
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anxiety, and frustration (15.8% of total responses). Alcohol and / or substance misuse 
was also one of the more commonly cited reasons (13.7% of total responses).
Interestingly, staff-related factors, such as staffbehaviour, staff-patient communication 
issues, and consistency of care was cited as a reason for patient aggression in only 10% 
of total responses, suggesting that few staff were considering their own role hi patient 
aggression.
The hnphcations of these findings in terms of staff training are considerable, both for 
better awareness and knowledge of risk factors, and in developing better self- 
awareness or ‘internal supervision’.
The implications of the current pilot study
This pilot study has also been an exploratory one ; a testing of ideas concerning the 
nature of aggression in mental healthcare settings. Although, the properties of the new 
scales for surveying staff’s experiences of aggression were considered to be adequate 
for the purposes of this study, further investigation of psychometric properties is 
considered to be an essential development for the current study, and certainly prior to 
wider use. The study largely succeeded in its objective to create some useable, 
operationahsed, accurate terms for use hi the measurement of aggression which were 
based upon behavioural definitions. These could no doubt be improved and developed 
further, particularly in determining the usefiilness of the glossary of terms as used with 
the survey. A severity index and / or an attempt to quantify a subject’s own perception 
of the significance and impact of an aggressive event would also be a substantial 
improvement to the measure.
The piloting of the attitude scale has provided some impetus and direction for future 
research, particularly in terms of staffs expectations of themselves, and the possibihty 
that staff become desensitised to a certain amount of ‘low cost’ , repetitive aggression, 
particularly verbal and non-verbal. The potential positive aspects of such attitudes and
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expectations also need to be examined in the context of the threshold at which such 
attitudes could lead a staff member to take unnecessary risks or tolerate stressfid 
circumstances beyond their clinical responsibihties or personal threshold.
This study has placed considerable emphasis on examining patient aggression in 
community mental health settings. This is an area that has been neglected in the 
research hterature, despite the impact of care in the community, and the much greater 
emphasis for community mental health services to cater for those individuals who 
suffer from severe and / or enduring mental illness. Staff are often working in isolation, 
perhaps in chents own homes, where one might imagine the risks to be considerable. 
Rates of aggression found in this pilot study, however, were found to be considerably 
lower than those found in inpatient settings. This is perhaps reassuring that both staff 
and the organisations they work for are taking adequately preventative steps to ensure 
staff safety.
Lastly, there are considerable imphcations for staff training and support highlighted by 
the findings of this study. AU forms of training should emphasise the prevention and the 
de-escalation of potentiaUy aggressive situations. The most frequent types of 
aggression encountered are the low cost, verbal and non-verbal, forms of aggression. 
The imphcations for staff training and the necessary support structures to ensure that 
staff can cope with this occupational stress need to be consistently addressed. 
AdditionaUy, the training of staff in identifying risk factors for patient aggression and 
their own potential role in incidents of aggression would be worthy of ftirther study. 
Research to examine effective forms of training and the longer term impact of the low 
cost, high frequency forms of aggression would be of great benefit to those nurses 
working in mental health in today’s NHS.
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Appendix 4.1 Ethics Committee Correspondence
S o u t h  a n d  W e s t  L o c a l  R e s e a r c h  
E t h i c s  C o m m i t t e e  A p p l i c a t i o n  F o r m
For Ethics Committee use only Number:...... ................................ Date received:
Outcome: ................................ Applicant informed:
INSTRUCTIONS: Please complete in typescript Please select Yes/No options as appropriate. A version o f this form is also
available on disc in Word for Windows from the Ethics Committee Secretary or the Regional Research and Development 
Directorate.
It is essential that this form is completed fully and the relevant enclosures are received if the study is to receive proper 
scnitiny by the Ethics Committee. Please refer to the accompanying Guidance Notes when completing the form. Please 
complete the checklist before sending the form.
C h e c k l i s t
Please indicate i f  the following have been enclosed by selecting Yes/No/Not applicable options below. For 
details o f  the numbers o f  copies o f the form and relevant enclosures required, please contact the relevant 
LRÈC secretary. (See T^pendix 5 in the Guidance Notes for details.)
Yes No
Not
applicable
copies of application form (double-sided if  possible) El □ □
copy/ies of protocol □ El □
patient consent form(s) □ □ El
patient information sheet(s) El □ □
GP/consultant information sheet(s) □ □ El
copy/ies o f lead applicant’s CV on 2 sides A4
(Do not submit if  already submitted in last 12 months.)
El □ □
Questionnaire* g  Finalised Q  Not yet finalised El □ □
Copy of manufacturers data sheet for all drugs (one copy only) □ □ El
Copy of investigators brochure (one copy only) □ □ El
Copy of manufacturers indemnity (2 copies only) □ □ El
Copy of CTX/CTL/DDX (one copy only) □ □ El
Annexe A** □ □ El
Annexe B*** □ □ El
Annexe C^ □ □ El
Please indicate ifnot yet finalised.
I f  the study involves the use o f a new medicinal product or medical device, or the use o f an existing product 
outside the terms of its product licence.
I f  the study includes the use o f ionising or non-ionising radiation, radioactive substances or X  Rays.
 ^ For research in general practice.
Please indicate below to which LREC this application is to be submitted:
Portsmouth and South East Hampshire Health Authority Ethics Committee
March 1998
SECTION 1 Details of applicant(s)
1. Short title of project (in not more than 6 words)
Nsntal health workers' experiences of aggression
Full title
A study of mental health workers' experiences of aggression 
Summary of practical benefits/improvements in patient care which are envisaged
To achieve a better understanding of aggression experienced in the workplace 
as an occupational stress and/or hazzard for mental health workers. There 
will be implications for improving staff training as a potential outcome of
--------t h i s  TARRArch
2. Applicant (All correspondence will be sent to this address unless indicated otherwise.)
Surname: Moss Forename: Philip Title: Mr
Present appointment of applicant: Consultant Clinical Psychologist
Qualifications:
B .Sc. (Honours) Psychology 
M.Sc. Clinical Psychology 
Address: Fair Oak House
St James' Hosptial Locksway Road 
Portsmouth 
Hampshire P04 8AH 
Tel: 01705 894324______ Fax: 01705 829980 Out of hours tel: na
3. Other workers and departments/institutions involved
Research supervised by Department of Psychology, University of Surrey, 
Guildford.
Fair Oak House, St James' Hospital, Locksway Road, Portsmouth
4. Signature of relevant bodies
/  undertake to carry out the work in accordance with the principles o f the Declaration o f Helsinki (copy 
available from the LREC secretary) and its amendments.
Signature of applicant.......................................................   Date
Signature of Head of Department/Supervisor/Principal in General Practice 
with overall responsibility
for the project................................................................................................  Date.
NAME AND TITLE IN CAPITALS...............
I am fully aware o f the details of this project and happy for it to continue as outlined here.
Signature(s) of relevant Clinical Director(s) where study is being conducted/Medical Director(s) signing on 
behalf of Trust(s) involved (where appropriate)
Date.
NAME AND TITLE IN CAPTTAT.S....................
SECTION 2 Details of project
This section must be completed. A copy o f the protocol should be enclosed with the application form, but it is not
sufficient to complete questions by referring to the protocol.
5. Aims and objectives of project (i.e., what is the intention of the project?)
This study is an exploratory one which seeks :
1. To gather empirical data from mental health workers about their 
experiences of aggression, particularly from patients, over a defined time 
period.
2. To explore the hypothesis that some members of staff may be at increased 
risk for aggression because of their perception of their roles and 
responsibilities, and what parameters of behaviour they are prepared to, or 
feel obliged to tolerate.
3. To contribute to the process of finding suitable operational definitions 
or a taxonomy of terms for aggressive behaviour, in order to help standardise 
further research in this field.
Study endpoints: The completion of a pilot study to assist with the development 
of a suitable measure of the experience of aggression in the workplace and 
attitudes towards that aggression. This will contribute towards the 
development of a larger scale study.
6. Scientific background of study
The Health Services Advisory Committee (1997) indicated that healthcare 
workers are three times more at risk from work-related violence than the 
general population and nurses could be at five times higher risk. There have 
been many studies which have examined patient aggression / violence in 
hospital or institutional settings (Fottrell, 1980 ; Haller & Deluty, 1988 ; 
Kho et al, 1998) but to date very few have.focused of aggression encountered 
in community settings (Smith, 1994). This study will use comparative groups 
in both inpatient and community settings. Many of these studies have used 
varying definition of terms, and have differed significantly in methods of 
data collection and sampling techniques. This study hopes to contribute to 
the ongoing debate about methodological issues in this field and to refine 
methods in preparation for a larger scale future study.
Additionally, there are very few studies of staffs' experiences of aggression 
that have attempted to examine the cognitive or attitudinal characteristics 
of staff (e.g. Apel & Bar-Tal, 1996). This study also aims to explore the 
concept of acceptance or tolerance of aggression in the workplace, referred
7. Brief outline of project (i.e., what do you intend to do?)
This pilot aims to assist the researcher in the development of new scales for 
the measurement of aggression experienced at work and that encountered away 
from work, together with a scale for the measurement of attitudes relating to 
the tolerance/acceptance of aggression in the workplace. Copies of these 
scales, together with a questionnaire for demographic information will be 
distributed as a postal survey to approximately 250 trained and untrained 
nursing staff working within PHCT adult mental health services. Particpants 
will be asked to complete these and return via internal mail to the 
researcher. Participants will be asked to report on experiences of aggression 
within the time period 1st Jan.,1998, to 31st Dec.,1998. The sample will be 
drawn from permanent staff working within PHCT in approx. equal numbers from 
community and inpatient services. All attempts to ensure representativeness 
of the sample will be made. Participation is entirely voluntary, assurances 
will be provided about confidentiality, and a contact number for the 
researcher will be included in participant information. The results will then 
assist an initial review of the psychometric properties of the new scales and 
to help refine methods used in preparation for a larger-scale main studv.
8. Study design (e.g. cohort, case control)
Postal questionnaire, retrospective study
9. i) How was the size of the study determined?
The number of mental health workers available to survey within one geographic 
area, working with a similar patient population is approx, 250 in total.
ii) Was there formal statistical input into the overall study design?
I^Yes []No
If Y es, please give name of adviser;
iii) What method of analysis will be used?
As this is to a large extent an exploratory study, a^ variety of statistical 
analyses using the Statistical Package for the Social Sciences or SPSS 
(version 9) will be used.
10. Does the study fall into any of the following categories?
Pilot ^  Yes Q  No
Multi-centre study Q  Yes g |  No
Student project g ]  Yes [~~| No
(part of course requirement)
If student project, what course is being undertaken, in which institution?
Doctorate of Psychology (Psych.D), Clinical Psychology conversion course 
If  this is a multi-centre study, please complete the details below, otherwise go to Question 11,
i) Which centres are involved?
N/A
ii) Which ethics committees have been approached, and what is the outcome to date?
N/A
iii) Who will have overall responsibility for the study?
N/A
iv) Who has control of the data generated?
N/A
11. Where will the study take place and in what setting?
Postal survey to mental health workers within Portsmouth Healthcare NHS Trust
12. Is any payment being made, or actively being sought by the investigator or
department/unit in respect of this study (include research grants)? Q  Yes ^  No
I f  Yes, complete the section below; if  No, go to Question 13.
i) Is the payment:
a) A block grant Q  Yes [ ]  No
If Yes, give details, including amount and source of funding £
Name of funding body: .....................................
b) Based on the number of subjects recruited Q Y e s  [~| No
If payment is based on number of subjects recruited (per capita/payment), 
state total sum payable for each subject completing the stu(ty. £
State number of subjects agreed.
Will patients have their travel costs paid? Q Y e s  Q  No
If multi-centre study, state total number of subjects to be recruited.
ii) Is the payment made in order to:
If Yes state sum
a) Pay a salary(ies) □  Yes □  No £
b) Fund equipment D Yes □  No £
c) To support further departmental research n  Yes □  No £
d) Other (state) D Yes □  No £
iii) Who will have control of the funds? eg Charitable Trust etc.
iv) Does the investigator(s) have any direct personal involvement 
(eg financial, share holding etc.) in the sponsoring organisation?
(If Yes, give details.)
□  Yes □ No
v) Will all the costs incurred by the institution be covered by the grant?
vi) If the project is to be carried out in a Trust has the R&D lead 
in the Trust been notified of the project?
If no/NA give reasons:
□  Yes □No 
[~~] Yes Q  No [~| NA
13. Schedule
Proposed starting date: January, 1 9 9 9 Proposed duration: 6 months
SECTION 3 Recruitment of subjects
14. How will the patients or subjects in the study be selected, approached and recruited; what inclusion 
and exclusion criteria will be used? STATE IF THEY ARE THE SUBJECT OF THERAPEUTIC OR 
NON-THERAPEUTIC RESEARCH
Research is non-therapeutic and does not involve patients.
Participants will be written to with an explanatory letter and a copy of the 
postal questionnaire. Selection is determined by working within adult mental 
health services in a permanent post, in either a trained or untrained nursing 
capacity. Servie managers will be approached to explain the study and seek 
permission to proceed. The respondent sample will be self-selecting, as those 
people not wishing to participate in the study will simply not return the 
q u œ ifeâfonnairoo I .....  .....  .....................
15. How many subjects will be recruited and of what age group?
Up to 250 subjects, within the age group 18-65
16. How will the control group (if used) be selected, approached and recruited; what inclusion and 
exclusion criteria will be used? Type NA if no controls.
NA
17. How many controls will be recruited and of what age group?
NA
18. Are the subjects or controls included in this study involved in any other research investigation at the 
present time?
[~| Yes [21 No g] Not known
If Yes, please give details.
19. Will healthy volunteers be used?
|g| Yes □  No
I f  Yes, complete details below. I f  No, go to Question 20.
i) WTiat is their relationship to the investigator? Colleague within PHCT
ii) Will they receive any payment, and if so, what is the source of that funding? Q  Yes g| No 
If Ygj", give details of payment per subject.
Applicants should undertake to explain to volunteers that the researcher will contact their GP to ask about 
any drug therapy and that they must inform the researcher if  they consult another doctor during the study, 
and that this doctor will be informed of this study.
S E C T IO N  4  C o n se n t
20. Is written consent to be obtained?
□  Yes 0  No
If Yes, please attach a copy of the consent form to be used.
(Guidance on consent is given in Appendices 2, 3, 4 in the Guidance Notes.)
If no written consent is to be obtained is it because one of the following methods of research is employed?
Postal questionnaire m Yes □ No
Interview □ Yes Kl No
Other □ Yes No
If Other, please justify.
21. Does the study include subjects for whom English 
is not a first language?
□  Yes g| No □  n a
If Yes give details of arrangement made; if Ab please justify.
All emploees of PHCT presumably have English as a first language or are 
fluent in English.
22. Are the subjects or controls in one of the following vulnerable groups?
Children under 16
People with learning difficulties
□ Yes lEI No
□ Yes El No
□ Yes El No
23.I f  Yes, please complete the details below, otherwise go to Question 
i) What special arrangements have been made to deal with the issues of consent and assent, e.g. is parental or 
guardian agreement to be obtained, and if so in what fonn?
ii) In what way, if any, can the proposed study be expected to benefit the individual patient/subject on whom it 
is performed?
23. Will the patient/subject be given a written information sheet or letter?
(For suggested format see Appendix 1 in Guidance Notes.)
El Yes □  No
If Yes, please attach copy to this application form.
If No, please justify.
SECTION 5 Details of interventions
24. Does the study involve the use of a new medicinal product or medical device, or the use of an existing 
product outside the terms of its product licence?
□  Yes |g] No
I f  Yes, please complete Annexe A in the Guidance Notes, otherwise go to Question 25.
25. Will any ionising or non-ionising radiation, or radioactive substances or X-Rays be administered to a 
patient or volunteer?
□  Yes g| No
Please ensure information in Q14 includes exclusion criteria with regard to ionising 
radiation if appropriate.
I f  Yes, please complete Annexe B in the Guidance Notes, otherwise go to Question 26.
26. What investigations and/or interventions will subjects and/or controls have over and above routine care?
(Please complete the table below by selecting YES/NO options as 
Investigation
appropriate. I f  YES, please give details.)
Self completion questionnaires Yes □ No
Interviews/interview administered questiormaires □ Yes No
Video/audio tape recording □ Yes m No
Physical examination □ Yes No
Internal physical examination □ Yes a No
Venepuncture* □ Yes m No
Arterial puncture* □ Yes 0 No
Biopsy material* □ Yes No
Other tissue/body sample* □ Yes No
Imaging investigations (not radiation') □ Yes m No
Other investigations not part of normal care □ Yes 0 No
Additional outpatients attendances □ Yes m No
Longer inpatient stays □ Yes s No
Local anaesthetic □ Yes m No
General anaesthesia □ Yes E No
Other □ Yes E No
Details:
Self-administered questionnaire attached to this form
* Please see guidance notes.
K additional investigations or tests are involved with revenue consequences for the NHS the relevant 
head(s) of department(s) must be contacted.
Signature of Head of Department............................................................  Date...........................................
NAME IN CAPITALS..................................................  Position..................................................................
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SECTION 6 Risks and ethical problems
27. Are there any ethical problems or considerations that the investigators consider to be important or difficult 
with the proposed study?
□  Yes g| No
If Y es, please give details:
It is stressed in the participant information letter that they may contact 
the researcher at any time if there are concerns, comments or questions about 
the research.
27a. Is it possible that the trial medication will not be available at the end of the trial?
[] Yes Q N o  g] N/A
27b. fiyes, is this made clear in the patient information sheet? 
If No, give reasons
No
28. Are there any potential hazards to subjects or patients?
□  Yes g| No
If Yes, please give details, and give the likelihood and details of precautions taken to meet them, and 
arrangements to deal with adverse events and overdoses, including reporting to the relevant authorities.
29. Is this study likely to cause discomfort or distress to subjects/patients?
□  Yes g| No
If Yes, estimate the degree and likelihood of discomfort or distress entailed.
If there were any potential for discomfort or distress to be caused by the 
questionnaire used in this study, participants would be very likely to not 
complete the questionnaire and not return them to the researcher. This is one 
of the attractions of using a postal questiorinaire, as opposed to interview 
methods. The researcher's telephone number is given both on the participant 
information sheet and at the end of a glossary of terms used in the study. 
Participants could therefore contact the researcher if any issues of this 
nature arose. Assurances about confidentiality of responses are given in the 
participant information letter. If participants were to contact the 
researcher having experienced any discomfort or distress, appropriate help or 
advice would be offered.
30. Will information be given to the patient’s General Practitioner (especially if a drug is to be given or an 
invasive procedure is undertaken)?
□  Yes g| No
If Yes, please enclose an information sheet for the GP.
If Wo, please justify.
Not applicable
If the study is on hospital patients, has the consent of all consultants whose patients are involved in this research 
been obtained?
□  Yes □  No
If the study is in general practice, has the consent of all the partners been obtained?
Q  Yes Q  No
Where available, please enclose an information sheet for consultants or GPs.
10
SECTION 7 Indemnity and confidentiality
Product liability and consumer protection legislation make the supplier and producer (manufacturer) or any person 
changing the nature o f a substance, e.g. by dilution, strictly liable for any harm resulting from a consumer's (subject 
or patient) use of a product.
31. i) What arrangements have been made to provide indemnification and/or compensation in the event of a 
claim by, or on behalf of, a subject for negligent harm?
NA
ii) What arrangements been made to provide indemnification and/or compensation in the event of a claim 
by, or on behalf of, a subject for non-negligent harm?
NA
If applicable, the arrangements involving a drug supplied by a company should conform to the most recent 
ABPI guidelines on patient indemnity or individual Trust documents,
iii) Will a medical student be involved directly in the project?
□  Yes 0  No
32. In cases of equipment or medical devices, have appropriate arrangements been made with the 
manufacturer?
(Please indicate NA if  not applicable.)
If Yes, give details.
Q  Yes [2] No 5^ NA
33. i) Will the study data be held on a computer? g ]  Yes Q  No
ii) If 7e.s, has the relevant Data Protection Officer been notified? Q  Yes Q  No
Give name of Data Protection Officer: ....................................
iii) If Wo, give reasons
Only aggregate data not atributed to any individual will be held on 
computer for the purposes of statistical analysis.
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34. Will the patient’s medical records be examined? Q  Yes ^  No
If Fes', willinformation relevant to this study only be extracted Q  Yes Q  No
If extra information is extracted, please justify.
What, if any, additional steps have been taken to safeguard confidentiality of personal records?
35. Will the study include the use of any of the following?
Audio/video tape recording Q  Yes ^  No
Observation of patients Q  Yes ^  No
If Yes to either,
a) How are confidentiality and anonymity to be ensured?
b) What arrangements have been made to obtain consent?
c) What will happen to the tapes at the end of the study?
36. Will medical records be examined by research worker(s) outside the employment of the NHS?
□  Yes g| No
If Yes, it is the responsibility of the principal investigator to ensure that research workers understand that they 
must:
i) undertake never to divulge information about patients or research subjects, recorded or otherwise, to anyone 
without the authority o f the Consultant/GP under whose care the patient is;
ii) also understand that the names, addresses and places o f work ofpatients or research subjects are 
confidential and must not be divulged.
Please ensure that you complete the check hst on the front cover of the apphcation form and enclose 
ah relevant enclosures.
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Portsmouth and 
South East Hampshire
Health Authority
Finchdean. House 
& o ° u f h  P 0 3  6DP
Direct Line (01705)835052
(01705)835073 . .
EnnaU-etM cs com ifiittee ^  jw rtsba  
X400t C«GB}A=NHS;P»NHS Portsmouth and SE Hants 
m;0ui=GW;G==Ethks;S=CwWW;
SR/con<iaj)p.wp6
Mr P Moss 
Fair Oak House 
St James Hospital 
Locksway Road 
Portsmouth 
P04 8AH
Dear Mr Moss
Fall Tifle: Meatel Health Workers Experience of p ression
This is to confinn IheReseaich Ethics Committee has approved the above study subject to:
.  It would be pradent to state on the infontiation sh^invitational letter that members of staff 
have be^ selected at random i.e. not for any particular reason
.  Since the letter is addressed to health service personnel, it should ^  that LREC w o v d  
has been pven and that die Service Managers arc aware of the study
.  Staff would probably be interested in receiving a summary of results, it might be useful to 
. add 6 tick box at the end of the qusstioimaire.
• Signatuio from the Lead (Consultant (Dr Shawcross)
• Seek Consent from the Research and Development Unit
,  Clarification of how you will obtain details of subjects 
é Questionnaire to:
# stress that providing name is optional
# to have a title of study 8üs a heaAag 
decision.
y"y-
Please note it is the policy of the Committee NOT to deal direct with sponsoring companies. All 
coirc^ondence (including telephone enquiries) MUST be from the first named researcher. 
Enquiries from other sources will be refUsed.
If I can be of any further assistance, please do not hesiMe to contact me, quoting the Research Ethics 
Committee Proposal Number given above.
Yours sincerely
P P  Stephen Rowe
Secretary, Research Ethics Committee
NB Itc  committee endoises the Royal College of Physiciaas Report on Freud & Misconduct in Medical Research 
Practice 1991 This states that all original data (eg Questionnaires, lab books, hard copies of any conqiutfir dam) 
are kept for a nunnmmi of ten years in a retrievable ftam. If storage is to be outside either Portsmouth Hospitals 
ox Portsmouth Healfiicarç NHS Trusts premises, die committee must be infarmed of the site of storage. It is a 
condition of any approval that such eforage occurs.
H e a ilh C a r e
T R U S T
T,, _ ' Our ref
Mr Stephen Rowe,
Secretaiy, ^pm/sac
Research Ethics Committee,
Portsmouth & S.E.Hants.
Health Authority,
Finchdean House, December 1998
Portsmouth.
P03 6DP
Date
Dear Stephen,
Re: “A Study of Mental Health Workers’ E?q)eriences of Aggression. ”
n an k  you for yoiK confirmation that this study has received approval fi:om the Research 
E te s  Coimmttee. I have addressed the outstanding areas of concern raised by the committee 
md te e fo re  please find enclosed updated copies of the covering letter and questionnaire to be
I trust that the study will now meet with fiill approval by the Committee and that the study can 
now proceed as planned.
Thank you for your assistance in this matter.
Yours sincerely.
Phh Moss
Consultant Clinical Psychologist
T he Fair  O ak  Service
St. James' Hospital
Locksway Road, Portsmouth, Hampshire P 0 4  8LD 
Tel: 01705 894324 Fax; 01705 829980
Appendix 4.2 Reliability Questionnaire for Pilot Phase Two
Pilot Questionnaire -  Staff experiences of aggression
Please place a number in the box provided for each item on this page, which 
corresponds with the category which best fits the term (for example, if you think 
swearing is a kind of physical aggression, place a 2 in the box, etc.)
1 Verbal aggression
2 Physical aggression
3 Non-verbal aggression and/or indirect aggression
4 Damage to property
Pushing / shoving Deliberate urination / defaecation
Provocative non-compliance Scratch
Use of frightening / threatening language Sexual, racial, age-ist comments
Delivering ultimatums Slap
Chop with hand Damage to personal possessions
Derogatory comments e.g.. on personal 
appearance, weight, facial features, etc.
Touching in a sexual / 
inappropriate way
Specific threat to kill Poke with hand / finger
Strangulation attempt Belittling
Threat of specific harm Non-specific threat to kill
Hair pull Attempt to grab body
Threat of other unpleasant consequences Silent hostility
Throwing liquid at you Head butt
Damage to smaller items in environment Slamming doors / objects
Threat of self-harm Attack with weapon (threat to life)
Use of knee Punch
Threat of other illegal act Hostile staring / eye-contact
Gestures Threat to patient’s significant 
other
Invasion of personal space Blocking escape - with physical 
methods
Threat to staffs significant other (family) Threat of hann but not specified
Attempt to grab clothing Hostage-taking
Attack with weapon (no threat to life) Swearing
Aggressive quality of speech e.g. raised 
voice / harsh tone
Destruction / defacing environment
Blocking escape - with verbal methods 
only
Kick
Deliberate time-wasting Threat with weapon
Please rate each item for accuracy of the description on the following scale :
0 not at all accurate
1 slightly accurate
2 moderately accurate
3 veiy accurate
4 extremely accurate
Also, rate each item for clarity of the description on the following scale ;
0 not at all clear
1 slightly clear
2 moderately clear
3 very clear
4 extremely clear
Item Description Accuracy
rating
Clarity
ratins
Push / shove To exert force with hand, arm, shoulder or 
body
Provocative non-compliance i.e. non-compliance deemed by recipient to 
provoke frustration, anger or hostility
Use of
frightening/threatening
language
Depends on personal perception. Use of 
words which produce fear or anxiety in the 
listener.
Delivering ultimatums e.g. Tf you don’t do x then I will do y ’
Chop with hand To hit with side of the hand
Derogatory comments, e.g. 
on personal appearance, 
weight, facial features, etc.
Examples already given
Specific threat to kill A comment making a threat to kill someone 
that implies method and the person targeted
Strangulation attempt attacker’s hands around throat, if object 
used consider as attack with weapon
Threat of specific harm e.g. T’ll break your legs’
Hair pull To tug at hair with force
Threat of other unpleasant 
consequence
e.g. T’ll make you pay’ or T’ll sue you’
Throwing liquid at you Could be hazardous or innocuous, hot or 
cold, etc., but must be perceived by the 
recipient as a hostile act and not accidental
Item Description Accuracy
ratine
Clarity
rating
Damage to smaller items in 
environment
i.e. damage to items close to hand, such as 
desktop items, books, pictures, plants, 
ornaments, etc.
Threat of self-harm Threat to hurt self at any level of severity 
and to include any threat of suicide
Use of knee swaft upwards motion of the knee in an 
attack
Threat of other illegal act e.g. threat to perpetrate an abusive or 
harmful act, for example to children or 
animals
Gestures e.g. fist waving, ‘v’ sign, pointing, etc.
Invasion of personal space perception of discomfort or threat from an 
individual getting too close
Threat to staffs significant 
other (family)
Any threat of violence against staffs 
significant other (e.g. family member)
Attempt to grab clothing intentional and aggressive, rather than 
accidental or with pennission
Attack with weapon (no 
threat to life)
serious assault using an object / weapon that 
could not or did not endanger life
Aggressive quality of 
speech, e.g. raised voice, 
harsh tone, etc.
examples given
Blocking escape - with 
verbal methods only
e.g. orders not to leave
Deliberate time-wasting Time-wasting perceived as an aggressive 
act rather than accidental or with good 
reason
Deliberate urination / 
defaecation
i.e. non-accidental and not directly caused 
hy disease or injury.
Scratch To make, or attempt to make, a wound with 
fingers or nails
Sexual, racial, age-ist 
comments
depends on personal perception
Slap To hit with open hand
Damage to personal 
possessions
Harm to possessions belonging to either 
staff or patient, including clothes, jewellery, 
etc.
Touching in a sexual / 
inappropriate way
depends on perception of the recipient and 
the context one is in, but must be deemed as 
intentional and not accidental
Item Description Accuracy
rating
Clarity
ratiiig
Poke with hand / finger jabbing or thrusting motion with hand or 
finger
Belittling Comment perceived by a person as 
demeaning or stressing a lack of importance
Non-specific threat to kill A comment making a threat to kill someone 
that is vague about method, intended victim, 
or timing
Attempt to grab body intentional and aggressive, rather than 
accidental or with permission
Silent hostility examples include elective mutism, refusing 
to answer questions, giving someone the 
‘silent treatment’, etc.
Slamming doors / objects with force and non-accidentally
Attack with weapon (threat 
to life)
serious assault using object / weapon that 
could or did endanger life
Punch To hit with closed fist
Hostile staring / eye contact sense of hostility depends on the perception 
of the recipient
Threat to patient’s 
significant other
any threat of violence to patient’s 
significant other (e.g. family member)
Blocking escape - with 
physical methods
e.g. bodily blocking escape and/or 
physically restraining, or using something in 
the environment to block escape, such as a 
desk or chair
Threat of hann but not 
specified
e.g. ‘I’m going to give you a good hiding’
Hostage-taking preventing escape unless some specified 
demands are met
Swearing use of offensive words, e.g. shit, fuck, 
bastard, etc., meant in an aggressive context
Destruction / defacing 
environment
damage caused to general environment, e.g. 
walls, windows, doors, etc.
Kick To strike with foot - can include stamping 
with sole or heel
Threat with weapon weapon can include any object with the 
potential to cause harm
Please rate each item for clarity /  ease of comprehension on the following scale
0 not at all clear
1 slightly clear
2 moderately clear
3 very clear
4 extremely clear
Also, please rate how relevant you consider the item to be to the study o f staff's 
attitudes towards patient aggression /violence , on the following scale :
0 not at all relevant
1 slightly relevant
2 moderately relevant
3 very relevant
4 extremely relevant
Item Clarity
rating
Relevance
rating
1. A certain amount of verbal aggression is to be expected in 
my work
2. Patients who are mentally ill are not responsible for their 
aggressive acts
3. I must stay with my patient, even if I think that patient might 
behave aggressively
4. Many physical acts of aggression are not serious enough to 
be recorded
5. Verbal aggression must be tolerated in my work
6. Criminal charges should be brought against mentally ill 
patients who are physically aggressive
7. I have grown used to a certain amount of aggression from 
patients
8. In general, I don’t discuss incidents of physical aggression 
with colleagues
9. Patients under the influence of alcohol or illegal drugs are 
not responsible for their aggressive acts
10. Physical aggression is often ‘all part of the job’
Clarity
rating
Relevance
rating
11 • Many verbal acts of aggression are not serious enough to be 
recorded
12. It is my responsibilit}  ^to treat a patient even if they are 
behaving aggressively
13. Physical aggression must be tolerated in my work
14.1 should be able to deal with physical aggression from 
patients
15. Verbal aggression is often ‘all part of the job’
16. A .certain amount of physical aggression is to be expected in 
my work
17. In general, I don’t discuss incidents of verbal aggression with 
colleagues
18.1 should be able to deal with verbal aggression from patients
Please feel free to add any similar statements you think ought to be included in the 
study:
If unsure about any item, or with any queries, please do not hesitate to contact 
PHIL MOSS at Ashford Hospital (Tel. 01784 884346).
Appendix 4.3 Complete list of all units by type and location used
in the present study
Community Mental Health Teams 
(CMHTs)
1. Havant
2. Petersfield
3. Waterloo ville
4. Hayling Island
5. Fareham
6. Gosport
7. Portsmouth City (North)
8. Portsmouth City (Central)
9. Portsmouth City (South)
Acute Inpatient Units (Adult Mental Health):
King Villa, St James’ Hospital, Portsmouth 
Solent Unit, St James’ Hospital, Portsmouth
Low Secure Inpatient Units (Adult Mental Health):
Fair Oak House, St James’ Hospital, Portsmouth 
Cheriton House, St James’ Hospital, Portsmouth
Appendix 4.4 Final Draft of Covering Letter. Main Study 
Questionnaire and Glossary of Terms
Date :
Dear Colleague,
I am conducting a small project into staff s experiences of aggression with patients, as part of 
a course at the University of Surrey.
I would very much appreciate it if you could spend 20 minutes filling in the enclosed 
questionnaire and returning it to
Phil Moss,
Consultant Clinical Psychologist,
Fair Oak House,
St James’ Hospital,
Portsmouth.
by
You have been selected only on the basis of your profession (Nursing) and because you work 
in Adult Mental Health, and for no other reason. Your responses will be treated with utmost 
confidence and all the data will be aggregated and not attributed to any one individual. I f  you
would prefer to return the questionnaire anonymously, then please do so.
I  wish to make it clear that this project is not being completed on behalf o f Portsmouth 
Healthcare NHS Trust. LREC approval has, however, been given and Service Managers are 
aware of this study. Naturally, I would be happy to discuss the results of the project with 
anyone interested. Please let me know if you would like to receive a summary of the results.
If you have any queries about the questionnaire, or the research project, please contact me at 
Fair Oak House Tel. 01705 894324.
I would encourage you to glance at the glossary of terms used (enclosed) to help clarify 
some of the questionnaire items before completion.
Once again, I would like to thank you for your participation in this study.
Yours sincerely.
Phil Moss
Consultant Clinical Psychologist
Questionnaire for the Study of Mental Health Workers’ Experiences of Aggression
CONFDDENTIAL
Your details
Name (optional):.............................................. .......................
Age :   Date of Birth
Sex :...................... .....................
Ethnic Group :................................. .
Job Title :
Base :
Qualifications :
No. of years / months qualified in the above job :...............
No. of years / months working with current patient group
What training have you received in preventing / managing anger, violence and/or 
aggression ?
(Dates & .......................................................................................................
Description) ......... ..................................................................... ....... ...............
Patient Details
What clinical problems do you encounter in your work ? (please tick) :
 Anxiety .....Substance Misuse (Incl. alcohol)
 Depression .....Bereavement
 Obsessive-compulsive disorder  Personality disorder
 Disability / health problems .... Learning Disability
 Head injured .....Organic brain disease (e.g. dementia)
.....Manic-depression ..... Schizophrenia
.....Other (please state)
If you carry a caseload, how many patients do you currently have ?............
Estimate how many are on the supervision register. ...... .......
Do any of your patients have a forensic / criminal history ? Yes / No
If ’Yes’ , how many ? ............
Do any of your patients have a history of violence ? Yes / No
If ’Yes’ , how many ? ............
complete all of the following pages******************** 
(You may wish to look at the glossary of terms before completing the next section.)
Experience of aggression at work with patients
Please rate the following items on how many times they have been encountered in the past 12 
months.
0 = never 1 = 1-2 times 2 = 3-5 times 3 = 6-10 times 4=  >10
Verbal aggression Physical aggression
Swearing Pushing / shoving
Belittling Scratch
Use of frightening / threatening language Punch
Delivering ultimatums Slap
Sexual, racial, age-ist comments Chop with hand
Derogatory comments eg. on personal 
appearance, weight, facial features, etc.
Touching in a sexual / 
inappropriate way
Specific threat to kill Poke with hand / finger
Non-specific threat to kill Use of knee
Threat of specific harm Attempt to grab clothing
Threat of harm but not specified Attempt to grab body
Threat of other unpleasant consequences Hair pull
Threat to staffs significant other (family) Kick
Threat to patient's significant other Strangulation attempt
Threat of self-harm Attack with weapon (threat to life)
Blocking your escape with verbal methods 
only
Attack with weapon (no threat to 
life)
Threat of other illegal act Throwing liquid at you
Non-verbal aggression and/or indirect 
aggression
Blocking your escape with 
physical methods
Aggressive quality of speech eg raised 
voice / harsh tone
Hostage-taking
Gestures Head butt
Invasion of personal space
Slamming doors / objects
Silent hostility Damage to property
Deliberate urination / defaecation Destruction / defacing environment
Provocative non-compliance Damage to personal possessions
Hostile staring / eye-contact Damage to smaller items in 
environment
Deliberate time-wasting
Threat with weapon
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Experience of aggression away from work (and not with patients)
Please rate the following items on how many times they have been encoimtered in the past 12 
months.
0 = never 1 = 1-2 times 2 = 3-5 times 3 = 6-10 times 4=  >10
Verbal aggression Physical aggression
Swearing Pushing / shoving
Belittling Scratch
Use of frightening / threatening language Punch
Delivering ultimatums Slap
Sexual, racial, age-ist comments Chop with hand
Derogatory comments eg. on personal 
appearance, weight, facial features, etc.
Touching in a sexual / 
inappropriate way
Specific threat to kill Poke with hand / finger
Non-specific threat to kill Use ofknee
Threat of specific harm Attempt to grab clothing
Threat of harm but not specified Attempt to grab body
Threat of other unpleasant consequences Hair pull
Threat to staffs significant other (family) Kick
Strangulation attempt
Threat of self-harm Attack with weapon (threat to life)
Blocking your escape with verbal methods 
only
Attack with weapon (no threat to 
life)
Threat of other illegal act Throwing liquid at you
Non-verbal aggression and/or indirect 
aggression
Blocking your escape with 
physical methods
Aggressive quality of speech eg raised 
voice / harsh tone
Hostage-taking
Gestures Head butt
Invasion of personal space
Slamming doors / objects
Silent hostility' Damage to property
Deliberate urination / defaecation Destruction / defacing environment
Provocative non-compliance Damage to personal possessions
Hostile staring / eye-contact Damage to smaller items in 
environment
Deliberate time-wasting 1
Threat with weapon 1
17/
Please rate your views to the following questions using the 0 -5  scale below. Place your 
answer in the corresponding box beside the question. Answer all of the questions.
1 -  Strongly disagree
2 -  Disagree
3 -  Cannot say
4 -  Agree
5 -  Strongly agree
Rating
1. A certain amount of verbal aggression is to be expected in my work
2. Patients who are mentally ill are never responsible for their 
aggressive acts
3. I must stay with my patient, even if I think that patient might behave 
aggressively
4. Many physical acts of aggression are rarely serious enough to be 
recorded
5. Verbal aggression must be tolerated in my work
6. Criminal charges should be brought against mentally ill patients who 
are physically aggressive
7. I have grown used to a certain amount of aggression from patients
8. In general, I do not discuss incidents of physical aggression with 
colleagues
9. Patients under the influence of alcohol or illegal drugs are never 
responsible for their aggressive acts
10. Physical aggression is often ‘all part of the job’
11. Many verbal acts of aggression are insufficiently serious to be 
recorded
12. It is my responsibilit}  ^to treat a patient even if they are behaving 
aggressively
13. Physical aggression must be tolerated in my work
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Rating
14,1 should be able to deal with physical aggression from patients
15. Verbal aggression is often ‘all part of the job’
16. A certain amount of physical aggression is to be expected in my work
17. In general, I do not discuss incidents of verbal aggression with 
colleagues
18.1 should be able to deal with verbal aggression from patients
To what do you attribute the reasons for aggression in patients ? Please list as many reasons 
as possible :
If you have any comments about this questionnaire, please feel free to write in this space
Thank you for your participation
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Glossary of terms
Please read this key to some common examples of the terms used. Use this glossary to 
help clarify any questionnaire items you are unsure of.
Verbal aggression
Swearing Use of offensive words e.g. shit, fuck, bastard, 
etc., meant in an aggressive context
Belittling Comment perceived by a person as demeaning 
or stressing a lack of importance
Use of frightening / threatening language Depends on personal perception. Use of words 
which produce fear or anxiety in the listener
Delivering ultimatums 'If you don't do x  then I will do y
Sexual, racial, age-ist comments
------------- ;-------- -------------- ------------1---------r
Comments perceived as offensive against one’s 
sex, age or race
Derogatory comments eg. on personal 
appearance, weight, facial features, etc.
Examples already given
Specific threat to kill A comment making a threat to kill someone that 
implies method and the person targeted
Non-specific threat to kill A comment making a threat to kill someone that 
is vague about method, intended victim, or 
timing
Threat of specific harm e.g 'I'll break your legs'.
Threat of harm but not specified e.g. 'I’m going to give you a good hiding'
Threat of other unpleasant consequences e.g 'I'll make you pay', 'I'll sue you'
Threat to staffs significant other (family) Any threat of violence against staffs significant 
other (e.g. family member)
Threat to patient’s significant other Any threat of violence to patient’s significant 
other (e.g. family member)
Threat of self-harm Threat to hurt self at any level of severity and to 
include any threat of suicide
Threat of other illegal act e.g. threat to perpetrate abusive or harmful act, 
for example to children or animals
Blocking escape with verbal methods only e.g. orders not to leave
Non-verbal aggression and/or indirect 
aggression
Aggressive quality of speech eg raised 
voice / harsh tone
Examples given
Gestures e.g. fist waving, 'v' sign, pointing, etc.
Invasion of personal space Perception of discomfort or threat from an 
individual getting too close
Slamming doors / objects with force and non-accidentally
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Silent hostility Examples include elective mutism, refusing to 
answer questions, giving someone 'the silent 
treatment', etc
Deliberate urination / defaecation i.e. non-accidental and not caused by disease or 
injury
Provocative non-compliance i.e. non-compliance deemed by recipient to 
provoke frustration, anger or hostility.
Hostile staring / eye-contact Sense of hostility depends on perception of the 
recipient
Deliberate time-wasting Time-wasting perceived as an aggressive act 
rather than accidental or with good reason
Threat with weapon weapon can include any object with the 
potential to cause harm
Physical aggression
Push / shove To exert force with hand, arm, shoulder, or body
Scratch To make, or attempt to make, a wound with 
fingers or nails
Punch To hit with closed fist
Slap To hit with open hand
Chop with hand To hit with the outside edge of the hand
Poke with hand / finger jabbing or thrusting motion with hand or finger
Touching in a sexual / inappropriate way depends on perception of the recipient and the 
context one is in, but must be deemed as 
intentional and not accidental.
Use of knee swift upwards motion of the knee in an attack
Attempt to grab clothing intentional and aggressive, rather than 
accidental or with permission
Attempt to grab body intentional and aggressive, rather than 
accidental or with permission
Hair pull To tug at hair with force
Kick To strike with foot - can include stamping with 
sole or heel
Strangulation attempt attacker's hands around throat, if object used - 
consider as attack with weapon
Attack with weapon (threat to life) serious assault using an object / weapon that 
could or did endanger life
Attack with weapon (no threat to life) Serious assault using an object / weapon that 
could or did not endanger life
Throwing liquid at you could be hazardous or innocuous, hot or cold, 
etc., but must be perceived by the recipient as a 
hostile act and not accidental.
Blocking escape with physical methods e.g. bodily blocking escape and/or physically 
restraining, or using something in the 
environment to block escape, such as desk or 
chair
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Hostage-taking preventing escape unless some specified 
demands are met
Head butt To hit, push, or ram with the head
Damage to property
Destruction / defacing enyironment damage caused to general environment e.g. 
walls, windows, doors, etc.
Damage to personal possessions Harm to possessions belonging to either staff or 
patient, including clothes, jewellery, etc.
Damage to smaller items in enyironment i.e. items or objects to hand, such as desk-top 
items, books, pictures, plants, ornaments, etc.
If unsure about any item, or with any queries, please do not hesitate to contact 
PHIL MOSS at Fair Oak House, St James’ Hospital on 01705 894324
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Appendix 4.5 Additional Tables for Results
Section
Table 6 Total sample and response rate by clinical setting, gender and 
profession
Total Original 
Saniple
Total Respondent 
Sample
Response Rate 
expressed as a 
percentage ^
Community Mental 
Health Teams :
Ivfele female Sub­
total
Male Female Sub­
total
Male Female Over-
aU
Conmnmity 
Psychiatric Nurses
22 80 102 12 18 33*’ 54.6 22.5 32.4
Nurse Therapists 2 4 6 1 4 5 50.0 100 83.3
Sub-totals for 
commutiity mental 
health teams
24 84 108 13 22 38 54.2 26.2 35.2
Secure inpatient 
units :
Male Female
total
Male Female Sun-
total
Male Female Over­
all
StaffNurses 11 10 21 4 8 12
(+1)
36.4 80.0 61.9
Healthcare Support 
Workers
9 21 30 3 3 6
(+1)
33.3 14.3 23.3
Sub-totals 20 31 51 7 11 18
(20)
35.0 35.5 39.2
Acute inpatient units Male Female Sub­
total
Male Female Sub­
total
Male Female Over-
aU
StaffNurses 10 21 31 2 6 8 20.0 28.6 25.8
Healthcare Support 
Workers
20 27 47 4 3 7 20.0 11.1 14.9
Sub-totals 30 48 78 6 9 15 20.0 18.8 19.2
Totals for all 
inpatient units :
50 79 129 13 20 35 26.0 25.3 27.1
 ^ Response rate was expressed as a percentage and calculated by dividing the cell 
total from the original sample with the corresponding cell total from the respondent 
sangle and multiplying by 100.
 ^ In their responses three CPNs had identified themselves by profession, but did not 
specify their gender. They were included in the respondent sample making this subtotal 
12 males + 18 females + 3 gender not specified = 33
Table 9 Reliability Analysis
Item Mean Standard
Deviation
Alpha Number 
of items 
per 
scale
Total patient-related aggression 50.20 36.41 0.86 48
Patient-related verbal aggression 21.15 15.63 0.96 16
Patient-related physical aggression 6.46 10.25 0.94 19
Patient-related non-verbal / indirect 
aggression
18.69 10.35 0.93 10
Patient-related damage to property 3.91 4.01 0.85 3
Patient-related aggression - overall 
scale
50.20 36.41 0.98 48
Total non-patient-related aggression 5.14 6.80 0.79 47
Nonpatient-related verbal aggression 6.18 9.48 0.86 15
Nonpatient-related physical aggression 1.75 4.53 0.89 19
Nonpatient-related non-verbal / 
indirect aggression
5.49 6.68 0.89 10
Nonpatient damage to property 0.84 2.10 0.84 3
Nonpatient aggression - overall scale 5.14 6.80 0.95 47
® Mean was calculated from the total number of responses per category, and does not 
equate to the coding system (0 - 4) for frequencies of aggression.
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abstract
This study investigates the processes involved in coping 
With epilepsy and other stresses, in a community sample of 
people With epilepsy. A postal survey was conducted, to 
which 67 subjects responded. Four questionnaires were used 
which looked at ways of coping with both epilepsy and other 
stresses, life satisfaction, locus of control, and some 
lifestyle factors which can affect the quality of life for 
the person with epilepsy. A further aim of the study was to 
explore the relationship between the factors listed above.
In general, emotion-focused coping was found to be used to a 
greater extent than problem-focused coping within this 
sample. The type of stressor was also found to be important. 
With problem-focused coping being used much less in
connection with epilepsy than with other stressors.
Significant effects were also found in terms of the 
relationships between ways of coping, life satisfaction, 
locus of control, and lifestyle factors.
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CHAPTER ONE
INTRODUCTION
There has been little research into the process whereby 
people With epilepsy cope with the medical, psychological, 
and social aspects of the disorder. Whilst medicine has made 
great progress in the diagnosis and management of epilepsy, 
the psychology of coping with the social and psychological 
consequences for the individual have until recently been 
relatively neglected.
Epilepsy is more common than many people realize. 
Approximately one in 200 people are on anticonvulsant 
medication for epilepsy which is active (Scambler and 
Hopkins, 1988). A typical G.P. in Britain is likely to be 
responsible for about four adults and three or four children 
who have experienced epileptic seizures in the last two 
years, and another two adults and two children who continue 
to take medication for seizures in the past.
At this point, it is useful to establish a clear definition 
of epilepsy. This, however, may be difficult to achieve as 
there is no single concept of epilepsy. Someone may be said
to suffer from epilepsy if he or she suffers paroxysmal, 
chronic, recurrent seizures (Kaplan & Wyler, 1983). The 
epileptic seizure is the product of an abnormal paroxysmal 
discharge of cerebral neurones, epilepsy itself sometimes 
being defined as a continuing tendency to have epileptic 
seizures (Scambler, 1989).
Epileptic seizures are known to take a number of different 
forms. Epilepsy is not a unitary condition. The form of 
epilepsy will depend upon the site of the abnormal neuronal 
discharge in the brain. Gastaut (1969) produced the 
International Classification of Epilepsies which uses the 
categories of ; partial seizure, partial seizure with 
secondary generalisation, and primary generalised seizure 
depending upon the origin of abnormal discharge within the 
brain. Several hundred forms of epileptic seizure have been 
recorded, further adding to the complexity of classification 
schemes (Commission on Classification and Terminology of the 
International League Against Epilepsy, 1981).
Table 1.1 (in Appendix 1) outlines seizure classification,
some common terms used for different forms of epilepsy and 
their usual symptoms.
The medical treatment of seizures is successful in about 60% 
of patients, with 25% of patients who have partially 
controlled seizures, and the remaining 15% whose seizures 
remain uncontrolled with medication (Livingstone & Pauli, 
1973).
There are several anticonvulsant drugs which are commonly 
used at present. Primary anticonvulsants are the drugs with 
the greatest antiepileptic potency. These include phenytoin, 
primidone, carbamazepine, and sodium valproate to name a 
few. Secondary anticonvulsants have less effectiveness when 
used alone, but can potentiate a primary anticonvulsant when 
used in combination. These secondary anticonvulsants are 
primarily in the benzodiazepine group, such as Valium. 
Generally, seizure control is attempted with the use of one 
primary anticonvulsant brought into therapeutic ranges as 
determined by blood serum levels. All these drugs, however, 
can lead to side-effects, such as drowsiness, nausea, 
unsteadiness, skin problems, overgrowth of gums, and liver 
damage, depending on which drug is being taken. These can be 
unpleasant with long term use and can lead to problems with 
compliance with the drug regime.
It is important to note, therefore, that a person may have 
epilepsy for which partial or no control is achieved with 
medication, that drug therapy will most likely be long-term, 
and that the medication itself can have unpleasant side 
effects, all of which have possible effects upon quality of 
life.
The quality of life for people with epilepsy has received 
recent attention in terms of research. Decreased job 
opportunities, restrictions on social interaction, not being 
able to drive, continually having to take medication, and 
having to cope with social stigma are just a few of the 
factors known to influence the quality of life for people 
With epilepsy. These factors will be examined in due course, 
as Will the possibility that the coping style an individual 
employs in attempting to cope with these aspects of 
epilepsy, will affect that individual’s quality of life.
The general literature on coping is substantial. Numerous 
studies have documented the importance of individual coping 
efforts in helping adults with health problems maintain 
reasonable levels of emotional well-being (e.g. Cohen & 
Lazarus, 1979 ; Moos, 1982). These studies have found 
typical coping strategies to include : denial, selective 
attention, information seeking, avoidance, taking refuge in 
activity, learning specific illness-related behaviours,
4
engaging in wish-fulfilling fantasy, blaming others, and 
seeking comfort from others. Little research has so far 
focused on such coping strategies used by people with 
epilepsy. There may well be unique aspects of the disorder 
which lead to the use of particular coping methods.
Locus of control has also been thoroughly investigated and 
is thought to be important in adjustment and adaptation to 
illness. It is not clear, however, whether there is a 
relationship between locus of control and degree of life 
satisfaction, and also whether or not coping style is 
affected by external or internal locus of control.
LITERATURE REVIEW
Coping
The focus of a great deal of research has been to help 
people With chronic disease cope successfully with their 
impairments so that their quality of life, both emotionally 
and interpersonally and in their daily activities, is 
maximized (Earll, 1989). Holroyd & Lazarus (1982) suggested 
that functioning may be significantly affected by 
psychological factors, including how patients appraise and 
cope with the stress of their illness. Studies considering 
stresses other than of physical illness have also provided 
evidence that adults* choices of coping strategies influence 
the emotional outcome of stressful events (e.g. Henaghan, 
1982 ; Pearl in et al, 1981).
Coping can be defined as ’efforts, both action-oriented and 
intrapsychic, to manage (i.e., master, tolerate, reduce, 
minimize) environmental demands, and conflicts among them, 
which tax or exceed a person’s resources’ (Cohen & Lazarus, 
1979). Coping can occur in anticipation of a stressful 
confrontation or in reaction to a present or past situation 
(Cohen, 1987). Thus ’coping’ and ’coping processes’ refer to 
any efforts to manage demands, including processes which may 
be labelled as defences (Haan, 1977). Coping may affect the
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course of illness or disease by shaping behavioural 
reactions to the illness, as when individuals choose to 
ignore important symptoms or fail to comply with medical 
regimens (Contrada & Krantz, 1987).
It should be emphasised, however, that coping is not a 
unitary process, and a number of coping mechanisms can be 
distinguished. These will be highlighted in the following 
discussion.
Theoretical perspectives on coping
The starting point for much of the research into coping was 
the conceptual analysis of stress and coping offered by 
Lazarus in 1966. He argued that stress consists of three 
processes. 'Primary appraisal* is the process of perceiving 
a threat to oneself. ’Secondary appraisal* is the process of 
bringing to mind a potential response to the threat. 
’Coping* is the process of executing that response. Folkman 
& Lazarus (1980) have also suggested that coping is linked 
to appraisal processes because judgements about the 
likelihood that a stressor can be changed, or the limits of 
o n e ’s adaptive resources are believed to determine what 
forms of coping will be emphasized. They divided coping 
strategies into two broad domains. The first, problem-
focused coping, aims at managing the external environmental 
aspects of the stressor (e.g. the stressor being the health 
problem) and/or doing something to alter the source of the 
stress. The second, emotion—focused coping, regulates the 
internal affective consequences of the stressor. These two 
coping dimensions closely match a distinction that is quite 
prevalent in the coping literature (Billings & Moos, 1981 ; 
Pearlin & Schooler, 1978) . Folkman & Lazarus’ (1980) Ways
of Coping Scale and Billings & Moos’ (1981) coping scheme 
can be used to differentiate problem-focused and emotion- 
focused coping. This distinction, however, is not always 
easy to make, since a similar behaviour can serve several 
functions. Most people use both types of strategies 
simultaneously. Folkman & Lazarus (1980) studied a community 
sample of middle-aged men and women, and found that both 
modes were used in 98% of stressful episodes. Rothbaum, 
Weisz & Sneider (1982), however, have speculated that 
emotion-focused coping is usually a fallback position when 
problem-focused strategies are unsuccessful or unrealistic.
Folkman et al (1988) suggest that individuals actively and 
consciously select and engage in particular coping 
behaviours. It would also appear that individuals frequently 
have coping preferences, engaging in particular behaviours 
across different situations ( Endler & Parker, 1989 ; Miller 
et al, 1988 ).
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Coping with illness
There is limited research available which examines the role 
of coping in adjustment to chronic medical conditions. 
Functioning may be significantly affected by psychological 
factors, including how patients appraise and cope with the 
stress of their illness (Holroyd & Lazarus, 1982).
Recurrent headache sufferers have been found to use more 
emotion-focused strategies (avoidance and self blame) than 
headache free controls (Holm et al, 1986). Felton & Revenson 
(1984) found that regardless of diagnosis, or illness 
controllability, emotion-focused coping (wishful thinking) 
had a negative impact on adjustment while problem-focused 
coping (information seeking) had a positive effect. 
Bombardier, D'Amico, & Jordan (1990) also found that an 
emotion-focused style, consisting of wishful thinking, self 
blame, and avoidance predicted poorer adjustment to illness. 
Their work supported the theoretical distinction made by 
Lazarus & Folkman (1984) between problem- and emotion- 
focused coping, and suggested that more or less adaptive 
ways of coping with chronic medical conditions could be 
identified.
Folkman and Lazarus (1980) found that "palliative", or 
emotion-focused coping, was more likely to be used than 
"instrumental", or problem-focused coping, for health 
problems, especially when the problem was appraised as 
uncontrollable. Controllability is suggested as a critical 
property of stressors by several theories of coping ( e.g. 
Baum, Singer, & Baum, 1984). Uncontrollability limits the 
utility of coping efforts directed at the problematic 
situation (Felton & Revenson, 1984).
Problem-focused , coping has been the target for most 
interventions associated with many physical illnesses, but 
emotion-focused coping is equally important, especially when 
control that people have over illness or injury is limited. 
Feelings must be regulated so that physiological and 
psychological resources do not become depleted unnecessarily 
(Lazarus, 1984).
There is, however, no clear consensus as to which coping 
strategies or modes of coping are most effective, i.e., how 
well a coping strategy serves to resolve problems, prevent 
future difficulties, or relieve emotional distress. The few 
studies that have examined the relation of coping to some 
outcome measure have produced inconsistent results. For 
example, Felton & Revenson (1984) found that problem—focused 
coping decreases emotional distress, whereas emotion-focused
10
coping increases it. Others, however, have reported the 
opposite pattern (Baum, Fleming & Singer, 1983).
Coping and Epilepsy
To have epilepsy is to be stressed." (Betts, 1988)
In the previous discussion we have reviewed coping as a
mediator of the stresses of illness. It may also be useful,
therefore, to discuss the psychosocial stresses that the
i n d i v i d u a l  W i t h  e p i l e p s y  m u s t  m a n a g e ,  a n d  r e v i e w  t h e  l i m i t e d
amount of research which has looked at coping in this 
population.
Among the many problems which a person with epilepsy has to 
deal With are the temporary and unpredictable loss of self 
control an individual experiences during a seizure, and the 
reactions that other people have to them. Bjornaes (1988) 
found higher levels of anxiety in people who have epilepsy, 
due to the unpredictable nature and severity of their 
seizures. Dowds, HcCluggage & Nelson (1983) found a higher 
level of anxiety in people with epilepsy, with many people 
with epilepsy being fearful of going out because of the 
possibility of injury or embarassment should an epileptic 
seiz)ire occur. Fraser (1983) found a number of seizure-
11
related fears which were also related to , for example, 
medical ignorance, failure of others to understand first 
aid, and isolation at home due to seizure—related concerns. 
There is widespread prejudice against epilepsy in almost all 
cultures.
Fear of the social exposure of seizures has also been found. 
Goodyear (1988) commented on the social withdrawal syndrome 
that can occur in association with epilepsy. Hittan & Locke 
(1982) reported that more than 50 % of their sample of
people.With epilepsy spent all their time at home. Scambler 
Hopkins (1986) suggested that people's epilepsy does not 
always have high salience for them. Subject’s epilepsy 
gained high salience for them only when a change in 
circumstances prompted them to engage with or retreat into a 
'special View of the world' based on felt stigma. The change 
of circumstances most likely to give epilepsy enhanced 
salience for an individual was a witnessed seizure. This 
model hinges on the distinction between 'enacted' and 'felt' 
stigma. They defined enacted stigma as instances of 
discrimination against people with epilepsy, based on the 
perception of them as somehow different or inferior. Felt 
stigma they defined as the fear of meeting with enacted 
stigma, although it also embraces a sense of shame that 
frequently attends 'being epileptic'. Scambler & Hopkins 
suggested that felt stigma was more disruptive of the
12
quality of life of people with epilepsy than enacted stigma.
The individual with epilepsy is, therefore, not only coping
with the emotional, psychological, and physical consequences
of the epileptic seizure itself, but also the heightened
awareness of themselves as being in some way different to 
others.
Quality of life
Conceptually, quality of life is a diffuse term, but one 
which has received increasing attention in the light of 
relatively recent revisions and restructuring of health care 
provision.
Ebbs et al (1989) claimed that the political and social 
upheavals of the late 'sixtie^krought about a change in 
emphasis from a materialistic view of quality of life, 
towards more concern regarding personal freedom, leisure, 
emotion, enjoyment and personal caring.
As Fallowfield (1990) states :
One of the primary requisites to the enjoyment of a 
high quality of life is good health."
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The World Health Organization (1947) has stated that health 
is physical, mental, and social well-being and not merely 
the absence of disease or infirmity*. This implies that 
illness has psychological, social and economic aspects, as 
well as the biological. Quality of life, therefore, is a 
multi-faceted phenomenon. Measuring the impact of a disease 
or its treatment upon quality of life must, therefore, 
address a variety of dimensions.
Quality of life is not a unitary concept. Many studies
purporting to assess quality of life have, however, chosen
extremely narrow definitions of the concept, such as the
ability to return to full-paid employment’ (e.g. Starzl et 
al, 1979).
There are also many problems associated with the measurement 
of quality of life. Najman and Levine (1981) conducted a 
literature search Investigating assessment tools used to 
evaluate quality of life between 1975 and 1979 ,some 23 
studies in total. They found that 22 of the studies employed 
an 'objective' measure of quality of life, and only three 
attempted any subjective assessments. They also described 
the instruments as ’...weak, unconvincing, superficial and 
possibly misleading*.
1 4
Fallowfield (1990) states that very few of the currently 
available psychometric tests purporting to measure quality 
of life achieve more than a cursory assessment of an 
individual's psychological status. She calls for greater 
emphasis in the use of subjective data, but also the further 
development of valid and reliable quality of life measures.
Life Satisfaction
The investigation of life satisfaction focuses upon the
individual’s internal frame of reference. The variables 
being measured are the individual's own evaluations of 
his/her present or past life, that is, satisfaction or 
contentment. The assumption here is that it is the
individual's values and judgements which are to be examined, 
and that those of the investigator should be minimized 
(Neugarten et al, 1961). It was with this purpose that 
Neugarten et al developed the Life Satisfaction Index (LSI) 
as part of the Kansas City Study of Adult Life. The LSI
consisted of open questions to gather subjective information
on the life satisfaction of the individual. Using an 
individual's own perception of their social situation is a 
valid and often undervalued method of assessment (Thompson & 
Oxley, 1989).
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i ty— of— life and life satisfaction of people with 
epilepsy
The limitations on day-to-day living which occur with 
epilepsy have been found to cause considerable stress to the 
individual, interfering with his/her quality of life 
(Laidlaw, Richens & Oxley, 1988 ; Thompson & Oxley, 1989 ; 
Scambler & Hopkins, 1988). Limitations which are commonly 
cited in the general literature will now be discussed.
In a study of 138 people with epilepsy in New Zealand, 
Collings (1990) examined life fulfillment by measuring the 
discrepancy between subject's desired circumstances and 
their actual circumstances. Subjects were found to be most 
fulfilled in areas of family / social relationships, and 
least fulfilled in terms of health concerns.
Employment is a major problem for people with epilepsy, with 
many employers discriminating against the person with 
epilepsy out of ignorance and fear. This leads people to 
conceal their epilepsy when applying for jobs (Kaplan & 
Wyler, 1983). Asurvey of patients in Norway (Loyning ,1980) 
indicated that only 50% of men, and 25% of women with 
epilepsy were employed, compared to 77% and 49% respectively 
in the total population.
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Thompson & Oxley (1989) have drawn attention to the
importance of focusing on coping skills of the individual, 
as psychological adjustment may influence the ability to 
find employment. Low self-esteem, dependency, and 
helplessness can arise from frequent job rejections^may 
result in a person becoming apathetic or their coping 
resources being depleted.
Employment issues are also important in terms of life 
satisfaction. For example, in Thompson & Oxley’s (1989) 
study 10% of a sample of 112 people with epilepsy living at 
an assessment centre were in employment, but all except two 
people reported significant dissatisfaction because they 
believed their jobs to be undemanding and without 
responsibility. Greatest dissatisfaction, however, was found 
in those currently out of work, with no daily occupation, or 
those who were attending day centres. One might also expect 
an associated dissatisfaction with their financial 
situation. Only 34%, however, expressed dissatisfaction over 
finances. This may be accounted for by the fact that many 
people still live with their parents, who may well be 
experiencing financial difficulties because of the need to 
provide continuing support. Indeed, in a survey by Sillanpaa
1 7
(1987) , 27% of families of children with epilepsy reported 
unsatisfactory or poor financial circumstances.
People With epilepsy cannot have a driving licence until the 
individual has been seizure free for two years (unless the 
person only has seizures during sleep, in which case a 
licence will be issued providing three years have elapsed 
since the first seizure). The lack of a driving licence can 
further limit job opportunities and can put restrictions on 
social interaction.
67 % of the sample in Thompson & Oxley’s (1989) study were 
reported to be unhappy about the restricted social and 
leisure aspect of their lives. For some individuals, limited 
social contact stems from lack of opportunity. This may be 
due to unnecessary restrictions set by families or by people 
With epilepsy themselves. Many people with epilepsy are 
often dissuaded from participating in sporting activities, 
or going to pubs or discotheques. People with epilepsy 
taking anticonvulsants are somewhat restricted in terms of 
social drinking. Geographical isolation can also contribute 
to social isolation, especially when poor local public 
transport is coupled with the inability to drive. Brain 
damage and dysfunction will not only influence intellectual 
but also social development. Problems not obvious to the lay
18
person, such as a subtle receptive language problem, can 
greatly interfere with a person's social presentation and 
thereby create difficulties in interacting with others.
It is clear that people with epilepsy have many other 
associated stresses, other than the seizures themselves, 
which they must attempt to cope with. Indeed, Thompson & 
Oxley (1989) suggest that people with epilepsy need to have 
psychological coping skills over and above those of the 
general population.
Locus of control
Social learning theory was developed to account for human 
behaviour in complex situations, and attempts have been made 
to apply this theory to understanding health behaviours 
(e.g. Wallston & Wallston, 1984). The aspect of this theory 
to receive most attention in the health field has been locus 
of control. This can be defined as the expectancy of whether 
one's own behaviour or forces external to oneself control 
reinforcements (Earll, 1989).
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When reinforcement is perceived by the Individual as not 
being entirely contingent upon his/her own actions, this may 
be perceived as luck, chance, fate, as under the control of 
powerful others, or as unpredictable. This belief was 
labelled by Rotter (1966) as external control. If the person 
believes that the event was contingent upon his/her own 
behaviour or his/her own characteristics, this belief is 
termed internal control.
Evidence suggests that locus of control acts as a mediator 
influencing the relation between life stressors and 
impairment of mental and physical well-being (Parkes, 1984). 
Studies of individuals exposed to severe real-life stressors 
suggest that internals not only experience less distress 
than externals, but also achieve better outcomes (Anderson,
1977 ; Poll & Kaplan De-Nour, 1980).
Kobasa et al (1982) suggested that the mechanism underlying
these mediational effects may be the influence of
personality on coping processes. Indeed, evidence suggests
that lower levels of distress and better performance
achieved by internals are associated with the use of
particular types of coping strategies, particularly more
task-centred behaviours and fewer emotion-centred behaviours 
(Anderson, 1977).
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Th_e relationship between locus of control and coping.
It has been suggested that locus of control does play a role
in affecting the ways in which people cope with their 
experiences.
Anderson (1977) found that subjects with an external locus 
of control used fewer problem-solving methods and more 
emotion directed coping (such as withdrawal, hostility, 
etc.) than those with an internal locus of control. 
'Externals were also more likely to have perceived their 
circumstances as being highly stressful than internals.
Locus of control has been found to influence the coping 
strategies used to manage everyday problems and tensions 
(Tanck & Robbins, 1979). Internals have been found to react 
to frustration in an experimental task with fewer 
interfering responses, such as aggression and self-blame, 
than externals (Brisset & Nowicki, 1973).
The role of locus of control in coping is somewhat complex. 
It IS known to interact with other variables such as time of 
life stress, social support, etc. (Lefcourt, 1982). It is, 
however, one of the aims of this study to explore the 
relationship between locus of control and coping.
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SUMMARY
Evidence suggests that coping processes are important for 
people with epilepsy. There are many physical, 
psychological, and social consequences resulting from the 
epileptic seizures themselves and the considerable 
limitations on day-to-day living that occur with epilepsy. 
It has been suggested that emotion—focused coping is more 
likely to be used for health problems, particularly those 
appraised as uncontrollable. This research aims to examine 
the ways of coping employed by the person with epilepsy.
An important and little researched area is how epilepsy 
affects the quality of life and overall satisfaction with 
life of the individual. It is also not known whether 
particular coping styles can facilitate an improved quality 
of life, or in some way detract from the quality of life.
It is thought that locus of control may be important in 
terms of ways of coping, and it is intended in this study to 
explore the relationship between locus of control, coping, 
and life satisfaction.
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CHAPTER TWO
AN INTRODUCTION TO THE PRESENT STUDY
This study investigates the coping processes involved 
following the experience of epilepsy. It conceptualizes the 
epileptic seizure as a stressful event which must be coped 
With, and follows the model put forward by Folkman and 
Lazarus (1980) and others. Epilepsy may lead to usage of 
different coping processes to other stressful events, 
particularly when dealing with the epileptic seizure itself.
It is proposed that emotion—focused coping processes would 
be both useful and necessary for dealing with epilepsy. If 
this were the case then there may be implications in terms 
of helping people adjust to a disorder which can place the 
individual under a great deal of emotional distress.
It is also intended to explore the relationship between ways
of coping, life satisfaction, and locus of control, and to
examine quality of life issues for the person experiencing 
epilepsy.
2 2 ^
AM OVERVIEW OP THE DESIGN USED
A heterogeneous sample was used in this study, both In terms 
of subjects' backgrounds and lifestyles, and the nature of 
their epilepsy. Finding a sample which was homogeneous in 
terms of their epilepsy was not practical. Access to 
detailed medical records of subjects' epilepsy was 
unavailable and, therefore, finding such a homogeneous 
sample would have proved highly difficult.
The National Society for Epilepsy (NSE), based at the
Chalfont Centre for Epilepsy in Buckinghamshire, was
contacted In an attempt to obtain subjects for this study
who currently had epilepsy and who were living in the 
community.
with the help of the NSE's Community Network Scheme, some 
200 subjects were available to be contacted via a postal 
survey. These subjects, scattered throughout England and 
Wales, belonged to support groups organized by the National 
Society for Epilepsy. To protect anonymity, however, 
subjects could only be contacted Indirectly via group 
leaders. This study, therefore, was almost entirely 
dependent on the voluntary cooperation of the people running 
the support groups to distribute the questionnaires and for 
the subjects to participate without further prompting.
23
Subjects were vetted for inclusion in the study once their 
questionnaires had been returned to the experimenter (see 
Procedures section in Chapter Three for inclusion criteria).
From the literature reviewed in Chapter One, five hypothese 
were formed.
HYPOTHESES
(i) Emotion-focused coping is more likely to be used for a 
health problem than problem-focused coping, especially 
if the health problem is 'uncontrollable'. People with 
epilepsy will, therefore, use emotion—focused coping to 
a greater extent than problem-focused coping when 
dealing with an epileptic seizure.
(ii) Emotion-focused coping will be found to a greater 
extent in subjects whose lifestyles have been adversely 
affected, as predicted by lifestyle variables such as 
unemployment, low income, few leisure interests, poor 
sleep patterns, and poor appetite (measured using the 
Background Information Questionnaire).
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(iii) Emotion-focused coping is likely to have higher 
salience in the relationship with life satisfaction 
than other variables. Indeed, it is predicted that 
emotion focused coping will be found to a greater 
extent in those subjects obtaining low life 
satisfaction scores ( as measured by the Life 
Satisfaction Index B ).
(iv) Internal locus of control will be positively related 
to usage of problem-focused coping, and negatively 
related to usage of emotion-focused coping.
(V) Internal locus of control will be positively related to 
life satisfaction.
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CHAPTER THREE
METHOD
SUBJECTS
The National Society for Epilepsy (NSE) based at the 
Chalfont Centre for Epilepsy, in Buckinghamshire, runs a 
network of community-based groups for people with epilepsy. 
The role of these groups is to provide information, advice, 
education, support, counselling, and friendship for people 
With epilepsy, their families and friends. There are some 20 
groups throughout England and Wales, each with a membership 
of between 10 and 30 people. These community network groups 
provided an accessible community sample for this study.
A total of 200 batches of questionnaires (consisting of the 
four questionnaires, subject's briefing letter and pre-paid 
envelope) were distributed, 73 were returned, and of these, 
67 matched the inclusion criteria for this study and were 
adequately completed. This gives an overall response rate of 
36.5% and a useable response rate of 33.5% .
For characteristics of the sample, see Tables 2, 3, 4 and 5 
in Appendix 10.
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MATERIALS
Four self-report questionnaires were used to measure ways of 
coping With epilepsy, life satisfaction, locus of control, 
and to obtain data on subjects’ epilepsy and lifestyle.
Hays of Coping Scale - Revised
(Folkman & Lazarus, 1980 ; Vitaliano et al, 1985)
- See Appendix 2 -
The original Ways of Coping Checklist (WCCL) developed by
Folkman and Lazarus consisted of 68 items which required the
subject to focus on how he/she coped with a current serious 
Stressor.
Vitaliano et al studied the psychometric properties of the 
original scales and developed a revised set of scales. These 
were problem-focused, seeking social support, self-blame. 
Wishful thinking, and avoidance. The revised scales were 
used for the purposes of this research.(See Appendix 3)
The first part of the Ways of Coping Scale - Revised (i.e. 
the first 42 items), concerned with coping with a stressful 
event not related to epilepsy, is identical to the WCCL 
revised by Vitaliano et al.
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Five items were discarded from the original 42-item checklist 
after being considered irrelevant to the experience of an 
epileptic seizure (as judged by three independent raters). 
These were all items from the Problem-focused scale :
1. Bargained or compromised to get something positive 
from the situation.
4. Tried not to burn my bridges behind me.
14. Made a plan of action and followed it.
20. Tried not to act too hastily or follow my own 
hunch.
26. Stood my ground and fought for uhat I wanted.
Therefore, a further checklist containing 37 items was used
to measure coping processes following the subjects last 
epileptic seizure.
The revised scales of seeking social support, self-blame. 
Wishful thinking, and avoidance, were combined to form an 
overall emotion-focused coping scale. Therefore, four 
overall scores could be calculated ; problem-focused and 
emotion-focused coping for a stressful event not related to 
epilepsy, and problem-focused and emotion-focused coping 
used following an epileptic seizure.
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Reliablity and Validity
Vitaliano et al found higher reliability coefficients for 
their revised scale versus the original (i.e. coefficient 
alpha of 0.82 for the revised scale). The revised scales 
also shared substantially less variance. These researchers 
also Cite evidence for concurrent validity in that the 
medical students in their study who participated in group 
therapy had significantly higher original and revised scale 
scores than students not participating in such groups.
Satisfaction Index B (LSIB)
(Neugarten et al, 1961)
- See Appendix 4 -
Thas was originally a 12-item questionnaire providing a
subjective measure of an individual's satisfaction of
his/her past and present life, and perceived quality for the
future. For the purposes of this study, one item related to
feelings of wanting to commit suicide was removed for
ethical reasons. See Appendix 5 for the scoring key used in 
this study.
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Reliability and Validity
A reliability coefficient of 0.58 was achieved by Neugarten 
et al (1961). Although this questionnaire was mainly 
validated for use with older adults, there are few other 
measures which use an open-ended question format to assess 
life satisfaction. It was felt that accessing subjects' own 
perception or evaluation of his/her level of satisfaction 
coupled With other lifestyle information from the 
'background information questionnaire' would be a valid way 
of examining quality of life issues.
Three independent raters were used to score the Life 
Satisfaction Index B using the scoring key provided in 
Appendix 5. Inter-rater reliability was found to be
extremely high with a mean correlation coefficient of 0.9617
fou^. This is highly significant at p < 0.001 .
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3. Brief Locus of Control Scale 
(Lumpkin, 1985)
- See Appendix 5 -
This IS a shortened measure of locus of control, which uses 
a five-point Likert format with six items from Rotter's 
(1966) original scale (three "internal" items and three
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external items). This measure was preferred to the
original scale because of its brevity but still, however,
retaining its validity. In terms of scoring, items 2,4,and 6
were reversed in order to provide a total overall score for 
internal locus of control.
Reliability and Validity
Lumplcin achieved a Cronbach alpha coefficient of internal 
consistency (Cronbach, 1951) of 0.68. This compared 
favourably with the range of 0.65 to 0.79 reported for the 
original scale by Rotter (1966).
Validity for the Brief Locus of Control Scale was
established by correlation with measures of several
constructs, such as activity and good health, which in
previous research had correlated with locus of control. The
generally established direction and significance of the
relationships were replicated for every measure in Lumpkin’s
study. This establishes that the brief scale has predictive 
validity.
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4. ___
- See Appendix 7 -
The Background Information Ouestinnnai^e
This was a 42-item questionnaire constructed specifically 
for the present study. It was designed to obtain information 
about subject’s lifestyle and the experience of epilepsy, as 
well as demographic variables hypothesised as being relevant 
to coping With epilepsy and/or quality of life.
The Background Information Questionnaire was initially
constructed, piloted with 3 subjects who provided the
experimenter with feedback, and the questionnaire was then 
redrafted.
The questionnaire consisted of three secti ons
Personal Information - this section requested factual
information about subject’s age, marital status, education, 
work and annual income.
L ifestyle Information - which focused on leisure interests 
and hobbies, sleep patterns and appetite.
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üg.4ical— Ijif ormat i on consisted of three separate sheets to 
cater for the possibilty of subjects experiencing more than 
one kind of epileptic seizure. This section asked questions 
about the experience of epilepsy by asking for a description 
of the epileptic seizure, frequency of seizures, antecedents 
of seizures, the recovery process, medication and any 
associated side—effects.
This information was vital in terms of the inclusion 
criteria for this study (see Procedures below).
The 'lifestyle' score was also calculated using information
derived from this questionnaire. This was a composite score
derived from subject's employment status, avarage annual
income, number of leisure pursuits, and appetite and sleep
patterns. Method of calculating this score is contained in 
Appendix 7.
( N.B. Unsolicited feedback from several participants was 
very positive with regard to the questionnaires used. They 
felt that the questionnaires were easy to understand and use 
but, perhaps more importantly, subjects felt that relevant 
questions were being asked about their epilepsy. This gives 
questionnaire items a certain amount of face validity. )
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ADDITIONAL MATERIALS
Add
s
itional materials consisted of a briefing letter for 
ubjects (see Appendix 8 ). This consisted of a brief
explanation of the research being conducted, the type of 
subjects required, and an invitation to participate by 
completing the enclosed questionnaires. Reply-paid envelopes 
were provided. Assurances were made regarding anonimity and 
confidentiality of information disclosed.
Further additional materials included the briefing letter to 
community network group leaders (see Appendix 9 ). This
consisted of a brief explanation of the research being 
conducted, the type of subjects required, and a request for 
assistance by distributing packs of questionnaires to 
subjects who met the inclusion criteria. Pre-paid envelopes 
were provided for this purpose.
PROCEDURES
A list of groups belonging to the community network scheme 
in England and Wales was acquired from the National Society 
for Epilepsy, together with an estimate of how many people 
per group could be contacted for this study.
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Questionnaires were to be distributed to between 5 and 20 
people per group, depending upon the known number of people 
With epilepsy attending the community network groups.
Batches of the four questionnaires (Ways of Coping Scale- 
revised, Brief Locus of Control Scale, Life Satisfaction 
Index B, and the Background Information Questionnaire), 
ject s covering letter, and reply-paid envelopes were 
sent to all participating group leaders. Enclosed with each 
batch of questionnaires was a letter explaining the 
distribution procedure. To ensure anonymity, group leaders 
distributed the questionnaires to subjects with epilepsy. 
Once completed the questionnaires could then be returned 
directly to the experimenter in the reply-paid envelopes, 
thereby ensuring the confidentiality of information.
Once returned, the questionnaires were subjected to close 
scrutiny to ensure that they could be accepted for this 
study on the basis of the following criteria :-
(i) subjects had to belong to a group run by the NSE
Community Network Scheme (with the exception of
Epilepsy OK, a community based group not part of
the Community Network Scheme, but recommended by 
the NSE)
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( i i )
( iii )
subjects had to be over 18 years of age
( iv)
subjects had to have experienced at least one 
epileptic seizure within the last two years
subjects had to be taking (or have taken in the 
past) anti-convulsant / anti-epileptic medication
( V )
zuresubjects' description of their epileptic sei: 
had to match one which would be typical of a 
recognized form of epilepsy as stated in the 
International Classification of Epilepsies 
(Gastaut, 1969).
- See Table 1 in Appendix 1 -
Those subjects failing to meet the above criteria were 
excluded from the present study.
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CHAPTER FOUR
RESULTS
This chapter is divided into two main sections. Section One 
focuses on the descriptive aspects of the data, looking at 
issues related to subject's experience of epilepsy and other 
aspects of their lifestyles. Section Two, analyses of the 
data in relation to the hypotheses outlined in Chapter Two.
SECTION ONE
Subject's experience of epilepsy
The type of epileptic seizure was undifferentiated for the 
purposes of this research. It was felt that insufficient 
diagnostic information was available to achieve reliable 
data. It was also felt that the salient features of 
epileptic seizures, such as temporary loss of control, 
impairment of consciousness and associated distress, would 
be Similar for the different types.
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standard deviation of 1.5 .
Lifestyle score was found to be significantly positively 
correlated with Life Satisfaction Index B score. A 
correlation coefficient of 0.4052 was found to be 
Significant at p < 0.01 .
SECTION TWO
Hypothesis One
It was hypothesised in Chapter Two that people with epilepsy 
would use emotion-focused coping more than problem focused 
coping when dealing with an epileptic seizure.
Tables 13 and 14 in Appendix 12 show means and standard 
deviations for factors derived from the Ways of Coping Scale 
- revised and for emotion-focused coping and problem-focused 
coping. Comparison of this data with that provided by 
Vitaliano et al (1985) for medical students (see Table 15 in 
Appendix 12) appears to confirm that emotion-focused coping 
in general is used to a far greater extent for a sample that 
have epilepsy, compared with one that does not.
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A t-test analysis showed highly significant differences
between emotion-focused coping and problem-focused coping
following an epileptic seizure ( t = 13.89, p < o.OOl ).
A t-test analysis also showed highly significant differences
between emotion-focused coping and problem-focused coping
for a stressful event not related to epilepsy ( t = 8.00,
P < 0.001 ). This suggests that emotion-focused coping was
used to a greater extent than problem-focused coping by this 
sample in general.
Fig. 1 in Appendix 12 graphs the relationship between usage
of emotion-focused coping and problem-focused coping for an
epileptic seizure and a stressful event not related to 
epilepsy.
A two way analysis of variance was completed for ways of 
coping (emotion-focused and problem-focused) by stressor 
(i.e. epilepsy versus a stressful event not directly related 
to epilepsy), the results of which are contained in Table 18 
in Appendix 12. An F ratio of 19.66 was found for type of 
stressor, which is significant at p < 0.001 .The F ratio for 
ways of coping was 139.12, which is also significant at 
P < 0.001 .The interaction between variables was also found
to be Significant, with an F ratio of 12.64 ( p < 0.001).
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A t-test analysis showed the difference between problem- 
focused coping for a generally stressful event and an 
epileptic seizure to be highly significant ( t = 10.01,
P K 0.001 ). Wp  ^i.
There are, however, difficulties in making a direct
comparison of data from the ways of coping scales used in
this research. Caution should be exercised when interpreting
these results. The structure of the Ways of Coping Scale-
Revised is such that there are five less items for usage of
problem-focused coping with an epileptic seizure, than with
different stressful event. It was, therefore, necessary
analyse the possible effects of this difference in the 
number of items.
The method used in this study to overcome this problem, was
to delete those items from the section concerned with usage
of problem-focused coping with a stressful event, which were
not used in the problem-focused coping scale for an
epileptic seizure. Thus, five items were deleted from the
problem-focused coping scale used by each subject for a 
Stressful event.
A new mean of 11.5 was, therefore, calculated (S.P. = 5.5) 
for usage of problem-focused coping with a stressful event 
not directly related to epilepsy.
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A further analysis of variance was conducted of ways of
coping by type of stressor, following the revised
computation of problem-focused coping scores. The results
are contained on Table 17 in Appendix 12. On this occasion,
no Significant effect was found for type of stressor. The
effect of different ways of coping, however, was still found
to be Significant at p < o.OOl .Subject effects were also
found to be Significant at p < 0.001. No significant effect
was apparent for the interaction between ways of coping and 
type of stressor.
A new t-test analysis also showed that the difference 
•between usag e of problem-focused coping for a generally 
stressful event and for an epileptic seizure to be 
Significantly different ( p < 0.05 ). This was, however, at 
a lower level of significance than previously discussed.
This provides evidence that ways of coping vary according to 
the stresses being coped with. In particular, problem- 
ocused coping is used less when coping with an epileptic 
seizure, and more when coping with other stressful events.
The results also appear to strongly confirm the hypothesis, 
that emotion-focused coping is used to a greater extent than 
problem-focused coping by the people with epilepsy 
investigated in this study.
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Initial analysis of the data revealed that the type of 
stressor and the interaction between stressor and ways of 
coping were highly significant. However, use of equivalent 
scores for the problem-focused coping scales did not lead to 
a replication of these results.
There are problems associated with a direct comparison of
problem- and emotion-focused scales. This is due to the
differing number of items contained within the problem-
focused coping scales. There may, however, also be problems
associated with the use of equivalent scores. Deleting items
from the problem-focused coping scale reduces the range of
coping strategies recorded for each subject. It is possible,
therefore, that this may not provide a true account of the
ways of coping which are employed for a particular stressor.
This study hypothesizes that the ways of coping used will be
different for different types of stressor (i.e. epilepsy vs.
other stresses). Narrowing the range of coping strategies
measured by the problem-focused coping scale for a stressful
event, may have had a detremental effect on the significance 
of some results.
Although caution needs to be exercised with the 
interpretation of the above results, it seems clear that 
emotion-focused coping is used to a greater extent than 
problem-focused coping by this sample. It was also found
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that ways of coping vary according, to the stresses which the 
individual experiences.
Hypothesis Two
It was suggested that emotion-focused coping would be found 
q
to^greater extent in those subjects whose lifestyles had 
been most adversely affected, as predicted by the 
lifestyle* score. This was a composite score derived from 
subject's employment status, average annual income, number 
of leisure pursuits, and appetite and sleep patterns.
No significant correlation was found between emotion-focused 
coping for epilepsy and lifestyle. However, usage of 
emotion-focused coping for a stressful event did 
significantly correlate with lifestyle. A negative 
correlation coefficient of -0.256 was found, which is 
significant at p < 0.05 ,and in line with the hypothesis.
Interestingly, although usage of problem-focused coping for 
epilepsy did not significantly correlate with lifestyle, 
usage of problem-focused coping for a stressful event did. A 
positive correlation of 0.375 was found to be highly 
significant at p < 0.01 .
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It would appear that lifestyle factors correlate
Significantly with ways of coping for a stressful event not
related to epilepsy. Usage of emotion-focused coping for a 
stressful event does negatively correlate with lifestyle
score. Problem-focused coping, however, has a higher
positive correlation with lifestyle score. No significant 
correlations were observed for ways of coping with epilepsy 
and lifestyle score. A tentative conclusion could be that 
ways of coping for the person with epilepsy are affected by 
lifestyle factors, but that these lifestyle factors do not 
play a part m  the more immediate stress of an epileptic 
seizure. Unfortunately, as no control sample was used in 
this study, it Will not be possible to confirm this.
Hypothesis Three
In Chapter Two, it was hypothesized that emotion-focused
coping would be more likely^be of greater significance in
the relationship with life satisfaction. A multiple
regression was carried out to explore the relationship
between life satisfaction and other variables, such as ways
of coping and locus of control, to determine the maximal
prediction of life satisfaction - see Table 18 in Appendix
12. No variables emerged as significant predictors of life 
satisfaction.
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It was, however, also predicted in Chapter Two that usage of 
emotion-focused coping would be found to a greater extent in 
subjects obtaining low life satisfaction scores.
A Significant negative correlation was found for usage of 
emotion focused coping with a stressful event ( r = -0.322, 
P < 0.01) and life satisfaction score. No significant
correlations were found for usage of emotion-focused coping 
■th epilepsy, or for problem—focused coping with any types 
of stressors, and life satisfaction.
This confirms the hypothesis that usage of emotion-focused
coping is found to a greater extent in those individuals who
have a low score for life satisfaction. This was, however,
only in terms of coping with a generally stressful event, 
not an epileptic seizure.
Hypothesis Four
It was suggested that internal locus of control would be 
positively related to usage of problem-focused coping and 
negatively related to usage of emotion-focused coping.
A correlation coefficient of 0.338 was achieved for usage of 
problem-focused coping with epilepsy and internal locus of 
control. This is highly significant at p < o.Ol .Also, a
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negative correlation coefficient of -0.274 was found for 
usage of emotion-focused coping with epilepsy and locus of 
control. This is significant at p < 0.05 . No significant 
correlations were achieved for ways of coping with a 
stressful event and internal locus of control.
It would appear that the hypothesis is confirmed, but only 
in terms of coping with epilepsy itself and not for other 
stressors. Thus usage of problem-focused coping with 
epilepsy is positively related to internal locus of control, 
whereas usage of emotion-focused coping with epilepsy is 
negatively related to internality.
Hypothesis Five
It was predicted that there would be a positive relationship 
between internal locus of control and life satisfaction. 
Although there was a general trend towards a positive 
relationship, with a correlation coefficient of 0.130, this 
was not significant. The hypothesis that there would be a 
positive relationship between internality and life 
satisfaction is not confirmed.
The implications of the results presented above will now be 
discussed.
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CHAPTER FIVE
DISCUSSION AND CONCLHSTnMs
This study aimed to investigate the processes involved in 
coping With epilepsy. The model proposed by Folkman and 
Lazarus (1980) and others was followed for this purpose. 
This model involves stress instigating coping processes, of 
which there are two main categories, problem-focused coping 
and emotion-focused coping. Epilepsy was conceptualized as 
creating stresses with which the individual must cope. 
Although ways of coping has received relatively little 
attention in the literature concerning epilepsy, it is clear 
from this study that there are important coping processes 
occuring, which need further investigation.
The exploration of the relationship between ways of coping, 
life satisfaction, and locus of control yielded some 
interesting and significant results which will be discussed. 
Quality of life issues for a community sample of people with 
epilepsy Will also be addressed. In general, it will be 
concluded that the results support the recent literature 
which suggests that the physical, psychological and socio­
economic consequences of having epilepsy seriously impinge 
upon the quality of life of the individual.
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Lastly, an evaluation of the methodology used in this study 
Will be discussed before the overall concluding remarks.
Mays of coping with epilepsy (Hypothesis One,
It was suggested in Chapter Two that emotion-focused coping
was more likely to be used for a health problem, and more
specifically for epilepsy in particular, than problem-
focused coping. The results of this study have significantly
confirmed this to be the case. Within this sample of people
With epilepsy, emotion-focused coping was used to a greater
extent than problem-focused coping, for coping with both an
epileptic seizure and a stressful event not directly related 
to epilepsy.
Problem-focused coping was used significantly less in
dealing with an epileptic seizure than with any other
stressful event. It can be concluded, therefore, that the
ays of coping used are influenced by the nature of the
Stressor.
Other results for ways of coping for this section are 
somewhat more equivocal.
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A Significant interaction between ways of coping and type of 
stressor was also observed. This result was, however,
achieved prior to re-analysis following the use of
equivalent scores for the problem-focused coping scales.
Replication of this result was not achieved, casting some 
doubt on the reliability of the original findings.
It appears that the person with epilepsy copes with the 
stresses created by the disorder in a different way to those 
stressful events not directly related to epilepsy. The range 
of problem-focused coping strategies available for use by 
the individual may need to be greater for a stressful event. 
To use equivalent scores for the problem-focused coping 
scales in analysing the data may have, therefore, detracted 
in some way from the earlier significance of the results.
It is clear, however, that in general, emotion-focused
coping IS used to a greater extent than problem-focused
c o p m g  by this sample. Also, problem-focused coping was used
to a lesser extent for an epileptic seizure than for any
Other stressful event.
It may be useful at this stage to review what both coping 
processes involve. Examination of the revised scales for the 
WCCL (see Appendix 3) taken from Vitaliano et al (1985), 
shows the difference between emotion-focused and problem-
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focused coping. The emphasis for problem-focused coping is a 
«•ore pragmatic approach to dealing with situations. Examples 
of problem-focused coping items are as follows :
Just took one step at a time.
Accepted my strong feelings, but didn't let them 
interfere with other things too much.
Concentrated on something good that could come out 
of the whole thing.
Emotion-focused coping processes involve alternative ways of
regulating emotions. Examples of emotion-focused coping 
items are as follows :
Blamed myself.
Wished I could change the way I felt.
Kept my feelings to myself.
Subjects in this study, therefore, were using more coping 
strategies which involved wishful thinking, avoidance, and 
self-blame (i.e. emotion-focused coping).
^ finding which is consistent with other studies 
which have examined coping processes in other illnesses,
such as the work of Holm et al (1986) with recurrent
headache sufferers.
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There are, however, methodological problems associated with 
studies which use the problem-focused coping versus emotion- 
focused coping distinction. In many studies, the number of 
ems on questionnaires which examine emotion—focused
coping, are greater than the number of items measuring
problem-focused coping (Folkman & Lazarus, 1980 ; Vitaliano 
et al, 1985). As with this study, emotion-focused coping is 
often comprised of other subscales, such as self-blame, 
avoidance, and wishful thinking. This, naturally, creates 
difficulties in making direct comparisons between scales, 
due to the different number of items in each. As yet, no 
measure of ways of coping adequately addresses this issue.
There are still several areas in the study of ways of coping 
in epilepsy that would merit further investigation. It is
not clear, for example, whether coping processes affect 
adjustment to epilepsy. This may have implications for those 
individuals who have particular difficulty in adjusting to 
having epilepsy. Also, no attempt was made in this study to 
compare results for people with epilepsy with a control 
sample. In order to produce more generalizable conclusions, 
this could be a possible future extension of this
investigation.
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—  relationship— between wavs of coping and lifestyle
factors (Hypothesis Two)
Ways of coping with epilepsy were not found to be
Significantly related to lifestyle factors, such as
employment, income, and leisure. Ways of coping with
stressful events not directly related to epilepsy, however,
found to be related to lifestyle factors at a 
Significant level.
P r o b l e m - f o c u s e d  c o p i n g  f o r  a  s t r e s s f u l  e v e n t  w a s  f o u n d  t o  b e  
p o s i t i v e l y  r e l a t e d  t o  l i f e s t y l e  f a c t o r s .  E m o t i o n - f o c u s e d  
c o p i n g  f o r  a  s t r e s s f u l  e v e n t  w a s  n e g a t i v e l y  r e l a t e d  t o  
l i f e s t y l e  f a c t o r s .
The hypothesis that emotion-focused coping would be 
negatively related to lifetyle factors is supported by the 
results on ways of coping with a stressful event. It is not, 
however, supported by data on the usage of ways of coping 
with epilepsy.
A possible explanation for this is that coping processes are 
Significantly related to lifestyle factors, but not in terms 
of the sudden, unpredictable stress of an epileptic seizure. 
There is clearly something about the nature of epilepsy as a 
stressor which differs from other types of stress. This
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erence may alter the relationship with lifestyle 
factors. Alternatively, lifestyle factors may impinge upon 
how the individual copes with stresses other than the 
epilepsy itself, but do not affect coping directly with 
Lifestyle factors which may be of importance in 
terms of this relationship could have been omitted from this 
study, as the number of lifestyle factors was far from 
xhaustive. The inclusion of factors concerning, for
nple, social relationships, the number of hospital
V i s i t s ,  o r  f a m i l y  i s s u e s ,  m a y  h a v e  h a d  a  s i g n i f i c a n t  i m p a c t  
u p o n  t h e  r e s u l t s .
Although a Significant relationship was found, there are 
issues still to be clarified in terms of the relationship 
between ways of coping and lifestyle factors.
Relationship between wa' 
IHypothesis Threei
— ■ °^— E9Ping and life satisfant.i n n
Results confirmed the hypothesis that emotion-focused coping 
would be found to a greater extent in those subjects 
obtaning low life satisfaction scores (as measured by the 
Life Satisfaction Index B).
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Emotion-focused coping for a stressful event was found to 
have a statistically significant negative relationship with 
life satisfaction. It is. therefore, confirmed that emotion- 
focused coping is used to a greater extent by those subjects 
Who have low life satisfaction scores.
effect was found for usage of emotion-focused coping with
an epileptic seizure, or for usage of problem-focused
coping, and life satisfaction. It therefore appears that
epilepsy itself as a stressor does not lead to the usage of
ways O f  coping which affect, or are affected by, life 
satisfaction.
One of the aims of this study was to explore the
relationship between ways of coping and other variables.
Clearly, the relationship between emotion-focused coping and
life satisfaction would be worthy of further investigation.
The Life Satisfaction Index B would also appear to be a
useful measure for examining quality of life issues for 
people With epilepsy.
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The relationship between wavs of copine and locus of cnnt.rni
(Hypothesis Fniirl
It was proposed that a significant relationship would emerge 
between ways of coping and locus of control. In particular, 
that internal locus of control would be positively related 
to usage of problem-focused coping, and negatively related 
to usage of emotion-focused coping.
The hypothesis was supported by the results. This was, 
however, only m  terms of ways of coping with epilepsy and 
not for any other stressors. Usage of problem-focused coping 
With epilepsy was found to be positively related to internal 
locus of control. Conversely, usage of emotion-focused 
coping With epilepsy was negatively related to internal 
locus of control, as predicted in Chapter Two.
These results provide some evidence to support previous 
research by Anderson (1977) that individuals scoring highly 
for internal locus of control use more problem-focused 
coping than emotion-focused coping. It is interesting, 
however, that this only applies when the stressor is 
epilepsy. The role of locus of control in coping processes 
remains somewhat complex and requires further research.
This study has, however, found some interesting indications 
that there may be a significant role for locus of control in
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c o p i n g  W i t h  e p i l e p s y .
~  relationship between locus of control and
satisfaction (Hypothesis Five)
It was suggested in Chapter Two that internal locus of
control would be positively related to life satisfaction.
Although a general trend towards such a positive
relationship emerged in the results, this did not achieve 
statistical Significance. The hypothesis was not, therefore, 
nfirmed. This is of interest as it forms part of this
study involved with exploring the relationship between ways 
of coping, life satisfaction, and locus of control. Results, 
however, do not suggest a significant relationship between 
life satisfaction and locus of control.
Quality of life issues for the person with epilensy
This study examined a small number of the factors known to
affect the quality of life of people with epilepsy. Although
only a small sample size was availble, it is felt that the
data adds to our knowledge about people with epilepsy living 
in the community.
58
It was found that 68.7% of the sample used in this study did 
not have paid employment. This compares less favourably with 
Loyning's ( 1 9 8 0 )  survey of people with epilepsy in Norway, 
where 50% of men and 25% of women were employed. The lack of 
PP rtunity for paid employment for many people with 
epilepsy only serves to lower the staus of such people 
Within our society. Thompson & Oxley ( 1 9 8 9 )  commented that 
low self-esteem, dependency, and helplessness can arise from 
frequent job rejections. The result is that the person’s 
c o p m g  resources may become depleted.
Similarly, it was found that 53.8% of the sample used in
this study had average annual incomes of less than £6000.
Clearly, therefore, the majority of people responding to
this survey are considerably financially disadvantaged.
It would be an interesting issue for a further study to note
what proportion of people with epilepsy are dependent upon
others for financial support, particularly those still
l i v i n g  W i t h  p a r e n t s  w h o  m a y  h a v e  t o  b e a r  t h e  f i n a n c i a l  
b u r d e n .
Hany people with epilepsy are restricted in terms of their 
social and leisure lifestyles. Social aspects were not 
investigated by this study and this would be an important 
area in which this study could be extended. Relationships 
With family and peers could be incorporated among the
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lifestyle factors examined. However, the number of leisure
pursuits in which subjects participated were examined. It
was found that 49% of the sample used in this study could
only report three or less leisure pursuits in which they 
participated.
As well as the many ways discussed above in which having 
epilepsy can affect the quality of life for the individual, 
there are also the epileptic seizures themselves to cope 
With. Despite 95.5% of the sample taking anti-epileptic 
medication, 56.7% were experiencing one or more epileptic 
seizures per month, with 25.4% experiencing one or more per 
week. It was also found that 53.7% of this sample were 
experiencing unpleasant symptoms which they attributed to 
side-effects from the medication.
The community sample of people with epilepsy, used for the 
purposes of this research, certainly appear to have a great 
many stresses with which they must cope. This seems to be 
the case for the vast majority of people with epilepsy, who 
have to deal with the many physical, psychological, social, 
and economic consequences of the disorder.
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Before summing up the general conclusions which can be 
g a m e d  from this study, a brief evaluation of the 
methodology used will be discussed.
Evaluation of Methodology
A response rate of almost exactly one third was achieved
from this postal survey. From 200 batches of questionnaires,
briefing letters and reply-paid envelopes sent out,
resulting in a total of 67 useable replies. No follow-up
letter encouraging more people to respond was used, and it
IS possible that this could have increased the number of
subjects responding. The objective of achieving a
geographically widespread sample, however, was achieved.
Subjects responded from many different parts of England and
Wales, corresponding to the widespread distribution of the
Community Support Groups organized by the National Society 
for Epilepsy.
Importantly, an entirely community-based sample was also 
used. A great deal of research in epilepsy has so far 
focused on hospital-based samples. One of the purposes of 
this study, therefore, was to select only those people with 
epilepsy who currently reside in the community.
6 1
One of the major problems for this piece of research was the 
lack of a reliable diagnosis of epilepsy. No medical 
diagnoses or any medical records were available for the 
purposes of this study. The inclusion criteria listed in 
Chapter Three were an attempt at achieving a minimal level 
of certainty that the subjects responding to this survey did 
suffer from epilepsy. Without a reliable medical diagnosis, 
however, this could not be definite and possibly considered 
to be a problem with the design of the study.
It could be argued that the scoring method for the
lifestyle' score was somewhat arbitrary, and that
assumptions had been made that the lifestyle factors used
income, employment,etc.) in obtaining this score were
of importance in affecting the quality of life. It is
acknowledged that only a small number of factors were used.
They were, however, reported in the literature as
influencing the quality of life for the person with
epilepsy. It was not the intention of this study to use an
exhaustive number of factors, as this was not the main focus
of this research. With encouraging results from those
factors that were used, it would make an interesting
extension of this study to introduce more lifestyle factors 
into the equation.
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OVERALL CnWHTTTQTn^g
This study has examined ways of coping in a community sample 
of people With epilepsy. Within this sample, coping 
processes involved the usage of emotion-focused coping to a 
far greater extent than the usage of problem-focused coping. 
This was found to be the case for subjects attempting to 
cope With their epilepsy and for other stresses not directly 
related to epilepsy. Subjects were, therefore, more likely 
to use Wishful thinking, seeking support, avoidance, or 
self-blame in coping with stressors. Problem-focused coping 
was used to a much less extent when coping with epilepsy 
■itself than with other stressors. Thus, acceptance of strong 
feelings and/or dealing with emotions in a positive way 
(problem-focused coping) are strategies which appear to be 
little used by the subjects in this study.
This may have implications in terms of intervention with 
people With epilepsy. It may be possible for the person with 
epilepsy to become more aware of the importance of different 
coping processes. Individuals could be encouraged to adopt 
methods which would lead to coping with emotions in a 
positive way. They could be discouraged from using wishful 
thinking, or self-blame, as this appears to be unhelpful.
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The relationship between ways of coping, lifestyle factors,
life satisfaction, and locus of control was also explored.
Significant results were found for the relationships between
all of the above variables, with the exception of life
satisfaction and locus of control. Further research is
required to examine the nature of these relationships in
more detail, and to see if the results are generalizable.
This could lead to further implications for psychological
reatment of the individual. For example, the reduction of
use of emotion-focused coping and the adoption of a more
positive coping style, associated with higher life 
satisfaction.
Finally, quality of life issues for people with epilepsy 
were discussed. Some of the findings in the literature 
related to the lack of employment, low income, and 
limitations on leisure, were confirmed.
The many stresses created by epilepsy, and the efforts of
the people who suffer from it to cope with these stresses,
are important and relatively neglected areas of research.
It IS hoped that this study has contributed to the
understanding of coping processes, and that it has added to
our knowledge of epilepsy and how it can affect the quality 
of life.
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APPENDIX 1 Table 1 Seizure Classification
International
Classification Synonym Seizure signs
I. Partial (focal) seizures.
II
A. Elementary 
symptomatology
B. Complex 
symptomatology
C. Secondarily 
generalized
Generalized seizures.
A. Nonconvulsive
1. Simple absence 
With "typical "
EEG pattern
2. Astatic
3. Akinetic
4. Atonic
B. Convulsive 
1. Myoclonic
Focal motor, focal 
sensory, Jacksonian, 
adversive
Temporal lobe, 
psychomotor
Petit mal,absence
Minor motor
2. Tonic
3. Clonic
4. Tonic-clonic
Grand mal
Grand mal
Grand mal
1 1 1.
Simple motor 
or sensory 
changes
Impaired cons­
ciousness, or 
memory, auto­
matisms, 
hallucinat ions
Aura prior to 
loss of cons­
ciousness
Impairment of 
consciousness 
alone
Drop attacks 
Motor arrest 
Sagging
Shocklike move­
ment of large 
muscle groups 
Sustained 
flexor 
extensor 
posture 
Alternating 
contraction 
agonists 
antagonists
or
of
and
Unusual seizure types.
Cursive seizures (running)
Gelastic seizures (laughing)
Acquired aphasia 
Headache 
Abdominal pain 
Reflex epilepsy
Seizures induced by variety of sensory stimuli (e.g. light, 
pattern, reading, writing, music, eating, etc. )
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APPENDIX 2 Questionnaire 2
WAYS OF COPING SCALE (Revised)
+ + about what people do to cope in different
Situations. It lists different ways of coping that you might use.
fnnn^^ space below a situation or event which you
yes / no
yes / no
yes / no
yes / no
tried to cope with the situation you
nave written down.
In general, is the situation one that:
(a) you could change or do something 
about ?
(b) must be accepted or got used to ?
(c) you needed to know more about
before you could act ?
(d) you had to hold yourself back
from doing what you wanted to ?
For example . If you criticized or lectured yourself (No. 3)
sometimes in the situation, you would put a circle
round 1 which comes under the 'USED SOMEWHAT' 
heading.
NOT USED USED USED USED A 
SOMEWHAT QUITE GREAT
A BIT DEAL
3. Criticized or lectured 0 (i)
myself.
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PLEASE ANSWER ALL QUESTIONS.
NOT USED
1.
2 .
3.
4.
5.
6.
7.
8. 
9.
Bargained or compromised 
to get something positive 
from the situation.
Talked to someone to find 
out about the situation.
Criticized or lectured 
myself.
Tried not to burn my 
bridges behind me, but 
left things open somewhat.
Hoped a miracle would 
happen.
Went on as if nothing had 
happened.
0
0
0
0
0
Kept my feelings to myself 0
S l e p t  m o r e  t h a n  u s u a l .  o
Got mad at the people or 0
things that caused the 
problem.
10. Accepted sympathy and o
understanding from someone.
11« Tried to forget the whole 0
thing.
12. Got professional help and 0
did what they recommended.
13. Changed or grew as a o
person in a good way.
14. Made a plan of action and 0
followed it.
15. Accepted the next best o
thing to what 1 wanted.
16. Realized 1 brought the o
problem on myself.
USED
SOMEWHAT
USED
QUITE
A BIT
2
2
2
USED A
GREAT
DEAL
3
3
3
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n o t  u s e d
17.
18.
19.
20. 
2 1 .
22 .
23.
24.
25. 
28. 
27.
Came out of the experience 0 
better than when I went in.
Talked to someone who o
could do something about 
the problem.
Tried to make myself feel 0 
sating, drinking, 
smoking, taking medication.
Tried not to act hastily o
or follow my own hunch.
Changed something so n
things would turn out 
all right.
Avoided being with people o
in general.
Asked someone 1 respected 0
for advice and followed it.
Kept others from knowing o
how bad things were.
Talked to someone about o
how 1 was feeling.
Stood my ground and fought 0
for what 1 wanted.
USED
SOMEWHAT
USED
QUITE
A BIT
USED A
GREAT
DEAL
28.
29.
30.
Knew what had to be done, Q 
so 1 doubled my efforts 
and tried harder to make 
things work.
Refused to believe it had 0 
happened.
Came up with a couple of o
different solutions to 
the problem.
Accepted my strong q
feelings, but didn’t 
let them interfere with 
other things too much.
2
2
2
2
2
2
2
2
8 8
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
Wished that I could 
change what had happened.
Wished 1 could change 
the way 1 felt.
I changed something about 
m p e l f  so 1 could deal 
With the Situation better.
Daydreamed or imagined a 
better time or place than 
the one 1 was in.
Wished the situation would 
go away or somehow be 
finished.
Had fantasies or wishes 
about how things might 
turn out.
Concentrated on something 
good that could come out 
of the whole thing.
Blamed myself.
Wished 1 was a stronger 
person, more optimistic 
and forceful.
Felt bad that I couldn't 
avoid the problem.
Just took one step at a 
time.
Thought about fantastic 
or unreal things (like 
perfect revenge or winning 
a million pounds) that 
made me feel better.
NOT USED
0 
0 
0
0
0
0
0
0
0
0
0
USED USED
SOMEWHAT QUITE
A BIT
1
USED A
GREAT
DEAL
2
2
3
3
6 9
have“ situation you
NOT USED USED USED
5.
6. 
7.
8.
10 ,
11
Talked to someone to find 0 
out about the situation.
Criticized or lectured 0
myself.
Hoped a miracle would o
happen.
Went on as if nothing had 0 
happened.
Kept my feelings to myself 0
Slept more than usual. o
Got mad at the people or 0
things that caused the 
problem.
Accepted sympathy and Q
understanding from someone.
Tried to forget the whole 0
thing.
Got professional help and 0
did what they recommended.
Changed or grew as a o
person in a good way.
SOMEWHAT QUITE 
A BIT
2
2
2
USED A
GREAT
DEAL
3
3
3
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12
13
14.
15
16
17
18.
19.
20 .
2 1 .
22.
Accepted the next best 
thing to what I wanted.
Realized I brought the 
problem on myself.
NOT USED
0
USED USED USED A 
SOMEWHAT QUITE GREAT
A BIT DEAL
0
23.
24.
25.
Came out of the experience 0 
better than when 1 went in.
Talked to someone who o
could do something about 
the problem.
Tried to make myself feel 0 
better by eating, drinking, 
smoking, taking medication.
Changed something so o
things would turn out 
all right.
Avoided being with people 0 
in general.
Asked someone I respected 0 
for advice and followed it.
Kept others from knowing 0
how bad things were.
Talked to someone about 0
how 1 was feeling.
Knew what had to be done, 0 
so 1 doubled my efforts 
and tried harder to make 
things work.
Refused to believe it had 0 
happened.
Came up with a couple of 0
different solutions to 
the problem.
Accepted my strong o
feelings, but didn't 
let them interfere with 
other things too much.
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NOT USED USED USED
26.
27.
28.
29.
30.
31.
Wished that I could 
change what had happened.
Wished I could change 
the way I felt.
I changed something about 
Myself so 1 could deal 
With the Situation better.
Daydreamed or imagined a 
better time or place than 
the one 1 was in.
Wished the situation would 
go away or somehow be 
finished.
Had fantasies or wishes 
about how things might 
turn out.
32. Concentrated on something 
good that could come out 
of the whole thing.
33
34
35.
36.
37.
Blamed myself.
Wished 1 was a stronger 
person, more optimistic 
and forceful.
Felt bad that I couldn’t 
avoid the problem.
Just took one step at a 
time.
Thought about fantastic 
or unreal things that 
made me feel better.
0 
0 
0
0
0
0
0
0
0
0
0
0
SOMEWHAT QUITE 
A BIT
2
2
USED A 
GREAT 
DEAL 
3
3
3
c o p e r  With III you
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a p p e n d i x  A
P r o b le m - f n r u « gd c o p in g  ,
( C ^ r r e s p nndin*
WCS-g)
positive from th^TsIt%l%ion something
came out of the experience better than when I 
Tried not to act too hastily or follow my own 
^^rï|ht.^°*:thing so things would turn out
^ l l i l Ë î E
gmotion-focuseJ rppin^ ;
1. 1
2. 37
3. *** 4,
4. 13
5. *** 14.
6. 15.
7. 17.
8, *** 20.
9. 21.
10. 41.
11. 27.
12. 29.
13. 30.
14. 33.
15. *** 26.
1. 2.
2. 10.
3. 12.
4. 18.
5. 23.
6. 25.
r i u a ? i o r  *° find out about the
r ^ o i r  and understanding from
recommended^^°"*^ d'd what they
about the°problIm"^ could do something
followed°it°"^  ^ respected for advice and 
Talked to someone about how I was feeling.
Blamed Self
38. Blamed myself.
Criticized or lectured myself.
Realized I brought the problem on myself.
2. 3.
3. 16.
Wishful Thinking
1. 5.
2. 39.
3. 31.
4. 32.
5. 34.
8. 36.
7. 42.
8. 35.
Hoped a miracle would happen.
: ; : : î s t L  : : :  f o : o e f : r " ' " "  ^
Wished I could change what had happened. 
Wished 1 could change the way 1 felt. 
Daydreamed or imagined a better time or place 
than the one 1 was in.
Had fantasies or wishes about how things 
might turn out.
Thought about fantastic or unreal things
p o u n l s r t " h r ? \ I d T m T f e e ° r
Wished the Situation would go away or somehow 
be I inished.
Avoidance :
1. 6.
2. 40.
3. 7.
4. 8.
5. 9.
6. 11.
7. 19.
8. 22.
9. 24.
10. 28.
Went on as if nothing had happened.
Felt bad that 1 could avoid the problem.
Kept my feelings to myself.
Slept more than usual.
Got mad at the people or things that caused 
the problem.
Tried to forget the whole thing.
Tried to make myself feel better by eating, 
rinking, smoking, taking medication.
Avoided being with people in general.
Kept others from knowing how bad things were. 
Refused to believe it had happened.
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APPENDIX4 Questionnaire 4
THE LIFE SATISFACTION INDEX n  
questions? comment freely in answer to the following
1. What are the best things about being the age you are now?
:  S H E -:: z - r
3. What is the most important thing in your life right now?
e a r n e d ‘’p|?fodTin y Z r ^ r f f o T  """ right now, compared with the
wouli %  mo°st‘'ifke%Tïivl?''°" Part of Britain
7. How o f t e n  do you f i n d  y o u r s e l f  f e e l i n g  l o n e l y ?
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todÏÏ? «unhappiness would you say you find in your life
s e e .  t o  be b e t t e r  o r
n .  How s a t i s f i e d  would you s a y  you a r e  w i th  your  way o f  l i f e ?
Thank you.
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APPENDIX 5
Scoring Key for Life Satisfaction Index R
best things about being the age you are
 1.....3. positive answer
^  nothing good about it
2. What do you think you will be doing five years from now
expect things will be different from the 
way they are now in your life ?
 2.....better, or no change
1.....contingent - "It depends" .
0 .....worse
not? important thing in your life right
2 ------anything outside of self, or pleasant
interpretation of the future
^.....  Hanging on"; keeping health, or job
 getting out of present difficulty, or "nothing
now , or reference to the past
wtth etrUer"petfodJ°tn yotr^TIfe'?
^ .... fhis is the happiest time; all have been happy;
or hard to make a choice
^ .... some decrease in recent years
 earlier periods were better, this is a bad time
♦ ♦ ♦ ♦ ♦ XI o1.....qualified yes or no 
0.....yes
6
2 .....present location
^ .....any other location
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7. How often do you find yourself feeling lonely ?
2  never, hardly ever
1 * «...sometimes
0.....fairly often ; very often
2  O.K. as it is
^  Wish could see more of friends
^  Wish more time to self
you say you find in your
2  almost none
!■•....some
 0 a great deal
£..£*„z„rs:; ;;;;rcr •»
2.....better
 1......about as expected
0.....worse
11. How^satisfied would you say you are with your way of
2 .....very satisfied
i.... fairly satisfied
^ .....not very satisfied
78
S E : ; : ' ' : '  K i M
work ! plans, I am almost certain that 1 can make them
umber 
f the
Strongly
disagree Strongly
agree
1 2  3 4 5
2 .
" r L f  luck thi"SS in people's lives are partly due
Strongly
disagree Stronglyagree
1 2 3 4 5
3.
Strongly
disagree Strongly
agree
1 2 3 4 5
4.
; ! K " f  °» - ' ■ «
Strongly
disagree
in the right
Strongly
agree
1 2 3 4 5
5. What happens to me is my own doing : 
Strongly 
disagree Strongly
agree
1 2 3 4 5
6 .
things\‘hft hippJn^io me*?  ^ influence over the
disaglie Strongly
agree
1 2 3 4 5
7 9
APPENDIX 7 Questionnaire 1
Background Information Questionnaire
All information given here is anonymous and highly confidential 
Personal Information
SEX . H/F a g e  :   DATE OF BIETH :
HAEITAL STATUS : single / living with partner / married /
divorced / widowed
HOW MANY YEARS SPENT IN FULL-TIME EDUCATION ?  years
ARE YOU IN WORK ? yes / no
IF YES, WHAT DO YOU DO ?
meIS YOUR WORK : full-time / part-ti
PLEASE INDICATE WHICH INCOME BRACKET APPLIES TO YOU :
(a) Up to £6 000 per year
(b) £6 000 to £12 000 per year
(c) £12 000 to £20 000 per year
(d) £20 000 upwards per year
LIFESTYLE INFORHATTnw
"ÂNY hours ' s l e e p ' d o7 Ô ü ’G Ê r p Ê Ê ’n i g h t ' ? ...............
IS THIS ENOUGH FOR YOU ? ...... .........
IS YOUR APPETITE ? Verv
(please circle a good Very
number between poor
 ^ 7 ) 1 2 3 4 5 6 7
DO YOU DRINK ALCOHOL ? never / occasionally / regularly
DO YOU SMOKE ? never / occasionally / regularly
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Medical Information 
Seizure type 1 :
HOW LONG HAVE YOU BEEN HAVING THIS TYPE OF EPILEPTIC SEIZURE ? 
S p f  "AffSMS WHSN YOU HAVE THIS TYPE OF EPILEPTIC
HOW OFTEN DO YOU HAVE THIS TYPE OF EPILEPTIC SEIZURE ?
■ ■   :  :  :  :  :  :  :  :  :  :  :  :  ;  ;  ;  ;  ;  ;  ;
yes / noIF YES, PLEASE DESCRIBE........
******** *   * *
OF AN^EP^LEP^Ic"sEIZURE^?^ "^ !™ DELAY THE BEGINNING
 ..............................................
S “ r e c o v e r ^"''^” !".^®Î^"®®:."°" d o e s  it t a k e  f o r  y o u  t o
IF %%s,^plElsE"%ESC%lBE^"^ °^"S.!".T"?: RECOVERY PERIOD ? yes / ne
................................................................................................................................................................DO YOU TAKE MEDICATION TO CONTROL THIS TYPE OF EPILEPTIC SEIZURE?
CeSm,) irDE'^EFFECTS
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Seizure type ? :
HO. L0»0 „ .™  3 E,:LE,T,C 3 „ z„ee ,
SEIZURE^; HAPPENS WHEN YOU HAVE THIS TYPE OF EPILEPTIC
HOW OFTEN DO YOU HAVE THIS TYPE OF EPILEPTIC SEIZURE ?
yes / no
IF YES, PLEASE DESCRIBE
OF AN EPILEPTIC^SEIZURE^?*^”^’ *DDE TO DELAY THE BEGINNING
FULLY RECOVER^?^^^^??^ SEIZURE, HOW LONG DOES IT TAKE FOR YOU TO
DO YOU EXPERIENCE ANY SYMPTOMS IN THIS RECOVERY PERIOD ? yes / no 
IF YES, PLEASE DESCRIBE
DO YOU TAKE «EDICATlôk'TO cbkraoL* THl£ TYp£ bp'i£ûÊp£l£ siizuiji?
yes / no
(e?*g.^ 200ii.g) SIDE EFFECTS
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ï ~ ^ : k ; £ £
HOW LONG HAVE YOU BEEN HAVING THIS TYPE OF EPILEPTIC SEIZURE ?
S p f  = "HA? 'h a p p en ^ ' ' mv ï ' i k i s  'i k k ï kkiiE?iic
HOW OFTEN DO YOU HAVE THIS TYPE OF EPILEPTIC SEIZURE ?
SEIzSee'^ I^ so"Limef?anefafaurff? TYPE OF EPILEPTICyes / noIF YES, PLEASE DESCRIBE....... .
  ..........................................................
OF irEPlLmc"sE?fuL^?"“";.A"".^ °“ able TO DELAY THE BEGINNING
...................................................................  J JJ JJ  * *
FULLY^RFCOVER^?^^ ?^?!^.^^^^ ^^^ ' O^NG DOES IT TAKE FOR YOU TO
DO YOU EXPERIENCE ANY SYMPTOMS IN THIS RECOVERY PERIOD ? yes / no IF YES, PLEASE DESCRIBE
DO YOU TAKE MEDICATION TO CONTROL THIS TYPE OF EPILEPTIC SEIZURE?
yes / no
”e " f .  °Epufi?A?^°" (e.^g^2 0 0 ng) "O" OPT™ SIDE EFFECTS
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Scores were allocated to questionnaire items as follows
Item 
Work
If in work - 
Income
Enough sleep
No. of leisure 
pursuits
Appetite
Category Points allocated
yes
no
full—t i me 
part—time
< £6000 
£6000 - £12000 
£12000 - £20000 
> £20000
yes =
sometimes = 
no -
Low (0 - 3) 
Med (4 - 6) 
Hi ( > 7 )
Low (0 - 2) 
Med (3 - 5) 
Hi ( > 6 )
1
0
2
1
0
1
2
3
2
1
0
0
1
2
0
1
2
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«°™
t )
11.3.91 University 
of Surrey
Dear Sir/Madam.
I am currently involved
z \ T : 3 r » - ' 0 =
n: ^ o p l e  cope
Sail 
ety
Many thanks.
Yours faithfully.
Department of Psychology
Philip Moss University of Surrey
l^sychologist Guildford
Surrey GU2 5XH 
England
Telephone; (0483) 509175 
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APPENDIX 10
Table 2 Gender - Rati os
SEX
Males
Females
FREQUENCY
32
35
PERCENTAGE
47.8
52.2
Table 3 Age in years
AGE
18-29
30-39
40-49
50-59
60-69
FREQUENCY
19
17
18 
10
3
PERCENTAGE
28.4
25.3
26.9
14.9 
4.5
MEDIAN - 37 , MEAN = 38.328 , S.D.= 11.96 , MIN.= 18 , MAX = 69
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Table 4 Marital Status
STATUS
Single
Living With partner
Married
Divorced
Widowed
Missing Data
f r e q u e n c y
p e r c e n t a g e
25 37.3
4 6 .0
34 50.7
2 3.0
1 1.5
1 1.5
Table 5
Munber of years in f - U -time on
YEARS 
< 10 
11 
12
13
14
15
16
17-19
m i s s i n g  d a t a
f r e q u e n c y
14
18
6
7
2
6
6
3
5
PERCENTAGE
22.6
29.0
9.7 
11. 3 
3.2
9.7
9.7
4.8
m i s s i n g
MEDIAN = 11 . MEAN = 12.145 , S.D.= 2.775 , MIN. = 5 , MAX = 19
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APPENDIX II
Table 6
FREQUENCY PERCENTAGE
One or more per day
One or more per week
One or more per month
One or more per year
Hissing Data
CUMULATIVE
PERCENTAGE
5 7.46 7.46
12 17.91 25.37
21 31.34 56.71
17 25.37 82.08
12 17.91 100.00
Table 7
Experience of side-effects from m e d ic a t i n n
Yes
No
Missing Data
FREQUENCY
36
24
7
PERCENTAGE
53.73
35.82
10.45
89
T a b l e  8
Ü ^ m b e r  o f  s u b j e c t s  i n  e m p l o y m e n t
WORK
No
Yes
f r e q u e n c y
48
21
PERCENTAGE
68.7
31.3
Full—time 
Part-time
^ v e r s u s  part-time employment
14
7
66.7
33.3
Table 9
INCOME
< £6000 
£6000 - £12000 
£12000 - £20000 
£20000
Missing data
Average annual income
f r e q u e n c y
21 
10 
7 
1 
28
PERCENTAGE
53.8 
25.6
17.9 
2.6
Missing
9 0
Table 10 Number of 1eisure pursuitR
n u m b e r
0
1
2
3
4
5
6
7
8 
10 
11  
15
f r e q u e n c y
3
9
12
9
12
9
3
4 
3 
1 
1 
1
p e r c e n t a g e
4.5
13.4
17.9
13.4
17.9
13.4
4.5 
6.0
4.5
1.5
1.5
1.5
CUMULATIVE %
4.5
17.9
35.8
49.3
67.2
80.6
85.1
91.0
95.5
97.0
98.5 
1 0 0 . 0
Hean = 3.866. Median = 4.00. Std. Dev. = 2.741. Range = 15.00
Categories for lifestyle score
FREQUENCY p e r c e n t a g e
Low 33
Med. 24
High 10
49.25
35.82
14.93
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Table 11
1 = Very good 
7 = Very poor
Subjective rating for level of appe+i+e
Likert scale rAti
1
2
3
4
5
6 
7
Frequency
25
6
12
14
7
2
0
1
Valid % Cumulative %
Missing data 
Mean = 2.667, Median = 3.00, Std. Dev.= 1.562
37.9 37.9
9. 1 47.0
18.2 65.2
21.2 86.4
10.8 97.0
3.0 100.0
0 .0 100.0
Missing
o X ux iiiestvie score
f r e q u e n c y p e r c e n t a g e
Low 31 46.97
Med. 33 50.00
High 2 3.03
Table 12
— number of siee
subjective ratin -— satisfaction with amount, ofsleep
HOURS
< 5 
6
7
8 
9
10
Hissing data
FREQUENCY PERCENTAGE
3 4,5
12 18.2
16 24.2
28 42.4
4 6 . 1
3
1
4.5
Missing
Mean = 7.379, Std. Dev. =
1.225, Median = 8 .00, Min 
92
= 3, Max = 10
Enough sleep ?
f r e q u e n c y  p e r c e n t a g e
20 30.3
40 60.6
Sometimes 0
Missing data i
9. 1
Missing
93
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A. Stressful event
om
style Man. Skewness Bin Max Max. Median
Problem solving 16.725 7.492 -0.102 0 32
Wishful thinking 10.917 6.616 0.342 0 24
Self blame 3.034 2.742 0.706 0 9
Seeking social 
support
8.772 4.310 0 . 180 1 17
Avoidance 10.500 5.516 0.616 1 24
B_. Epileptic seiT-iiTfa
Problem solving 8.500 5.827 0.555 0 23
Wishful thinking 10.714 6.472 0.353 0 24
Self blame 2. 141 2.618 0.894 0 9
Seeking social 
support
7.677 5.352 0.333 0 18
Avoidance 11.492 5.793 0 . 101 0 24
possible
45 17
24 10
9 2
18 8
30 9
30 7
24 10
9 1
18 7
30 12
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A. Stressful Event
Coping style
Problem-focused
Emotion-focused
Mean
16.725
33.426
Std. Dev. 
7.492 
14.713
^ — Epileptic Seizure
Coping style 
Problem—focused 
Emotion—focused
Mean 
8.500 
32. 167
Std.Dev, 
5.827 
15.085
(From Vitaliano et al., 1985)
Coping Style
Problem—focused 
Wishful Thinking 
Seeks Social Support 
Blamed Self 
Avoidance
üâââ Standard deviation
24.70 8.37
12.72 5.92
8.87 3.69
4.35 2.48
12.82 5 .37
9 5
0Ml
1-UiCO
c
a .
3
/ /
ll
W\n
X 1!
s
T  1 1 1
% %a
N
^  ^  ^  ^ %i
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T a b l e  1 6  T w o -
Stressor 
Source of variance Sums of Degrees 
of 
freedom 
(df )
. u X way
Mean
squares
(MS)
^ __ui coping bv
squares
(SS)
F ratios
Variable 
(Type of
A
Stressor)
1000.42 1 1000.42 F 1,08 — 19.66
Variable 
(Ways of
B
coping)
21432.60 1 21432.60 F 1,08 = 139.12
Subjects (S) 
Interaction A x B 
Error AS
16868.33
442.82
3002.58
59
1
59
285.90
442.82
50.89
Fo8 , 08 =: 8 . 16 
Fi,o8 = 12.64
Error BS 9089.40 59 154.06
Error ABS 2067.18 59 35.04
Total 53903.33 239
*** All F ratios were found to be Significant at p < 0.001 ***
[N.B.
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Source of varaince Sums of
squares
(SS)
of 
freedom 
(df )
mean
squares
(MS)
F ratios
Variable A 
(Type of stressor)
135.00 1 135.00 El.88 = 2.781
Variable B 
(Ways of coping)
27692.02 1 27692.02 El.88 = 174.262
Subjects 15406.75 59 261. 13 E88.88 = 8.000
Interaction A x B 1.06 1 1.06 El,88 = 0.033
Error AS 2864.50 59 48.55
Error BS 9375.48 59 158.91
Error ABS 1925.44 59 32.64
Total 57400.25 239
Levels of signifinance ?
Effect of type of stressor was not found to be significant.
Effect of ways 
0 .001 of coping was found to be significant at p <
Effect of subjects was found to be significant at p < O.OOl 
nM^found°^o^be"lfgniffLnt. coping was
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— ^ for Multiple EeereaRimn
Variable
Internal 
locus of 
contro1
B
.10953
Emotion- -.06143 
focused
coping (stress)
Problem- .11376 
focused
coping (stress) 
Lifestyle .45914
Emotion- -.04951 
focused
coping (epilepsy)
Problem- .02424 
focused
coping (epilepsy)
SE B
22299
.07507
.15954
56090
.07083
19453
Beta
10313
.19765
.17028
-.18295
(Constant) 9.68542 5.19437
Dependent variable : Life Satisfaction
I
491
-.20306 -.818
.713
.819
.699
.03698 .125
1.865
Sig T 
.6276
.4210
.4824
.4208
.4910
.9018
.0740
Multiple R 
P Square
Adjusted R Square 
Standard Error
.46728 
.21835 
.03075 
4.26108
Analysis of Variance :
DF
Regression e
Residual 25
E = 1.16392
Sum of Squares 
126.79814 
453.92061 
Signif F =
Mean Square 
2 1. 13302 
18.15682 
.3565
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